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Three Papers On Home Health Care Services In The United States
Abstract
The United States faces a growing aging population. Many seniors will need both short and long-term
care services. Home-based care services are often preferred over facilities because of comfort, lower
costs, and better health outcomes. Yet, home health care is beset with a number of challenges, including
labor shortages and low-paid aides who experience high turnover. Medical sociology has generally
studied hospitals and facilities over home-based care, and sociology of service work and care work have
largely focused on workers’ interactions with consumers instead of employer institutions and
organizations. In three papers, this dissertation investigates the effect of home health agency’s profit
status on aides’ reported job satisfaction; the consolidation and growth of large, for-profit home health
care companies in the industry; and how the emotional labor managers perform on front-line staff is part
of the structure of large, for-profit home health care. The three papers rely on multivariate analysis of the
2007 National Home Health Aide Survey, the only existing nationally representative survey of home health
aides; content analysis of the annual reports of the largest publicly traded home health care companies in
2016; and a year-long organizational ethnography of a large, national, for-profit home health care
company (including observational visits to three sites within the company, and interviews with the
company’s directors, managers, and front-line staff). Paper one shows that feeling valued by the
organization and feeling respected by one’s supervisor account for the for-profit effect on aides’ reported
job satisfaction. Paper two shows how vertical and horizontal integration is present among home health
care industry leaders, reflecting broader trends in medicine and healthcare. Paper three introduces a
concept, emotional economies of scale, to describe how emotional labor on the part of managers allows
home health agencies to deliver an intrinsically labor intensive service profitably on a large scale. It offers
a view of the industrialization of care, and discusses the role of technology and how intersectional
identities of managers and staff reflect longstanding patterns of inequality in care work.
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ABSTRACT

THREE PAPERS ON HOME HEALTH CARE SERVICES IN THE UNITED STATES
Tian Ying Wu
Jerry Jacobs

The United States faces a growing aging population. Many seniors will need both
short and long-term care services. Home-based care services are often preferred over
facilities because of comfort, lower costs, and better health outcomes. Yet, home health
care is beset with a number of challenges, including labor shortages and low-paid aides
who experience high turnover. Medical sociology has generally studied hospitals and
facilities over home-based care, and sociology of service work and care work have
largely focused on workers’ interactions with consumers instead of employer institutions
and organizations. In three papers, this dissertation investigates the effect of home health
agency’s profit status on aides’ reported job satisfaction; the consolidation and growth of
large, for-profit home health care companies in the industry; and how the emotional labor
managers perform on front-line staff is part of the structure of large, for-profit home
health care. The three papers rely on multivariate analysis of the 2007 National Home
Health Aide Survey, the only existing nationally representative survey of home health
aides; content analysis of the annual reports of the largest publicly traded home health
care companies in 2016; and a year-long organizational ethnography of a large, national,
for-profit home health care company (including observational visits to three sites within
the company, and interviews with the company’s directors, managers, and front-line
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staff). Paper one shows that feeling valued by the organization and feeling respected by
one’s supervisor account for the for-profit effect on aides’ reported job satisfaction. Paper
two shows how vertical and horizontal integration is present among home health care
industry leaders, reflecting broader trends in medicine and healthcare. Paper three
introduces a concept, emotional economies of scale, to describe how emotional labor on
the part of managers allows home health agencies to deliver an intrinsically labor
intensive service profitably on a large scale. It offers a view of the industrialization of
care, and discusses the role of technology and how intersectional identities of managers
and staff reflect longstanding patterns of inequality in care work.
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INTRODUCTION

Demographic changes in the United States portend a growing demand for short
and long-term care for the elderly. As of 2016, 49.2 million people in the US are age 65
and over. This represents over 15% of the total US population (US Census Bureau,
2017). This figure is projected to double by 2050, when over one in five Americans will
be age 65 and over (Ortman, Velkoff, & Hogan, 2014). Currently, close to 33 million
people of all ages report difficulty taking care of themselves independently. Data from
the American Community Survey suggest this will double in the next twenty five years
(Osterman, 2017). The absolute number of the elderly or disabled who need assistance
with activities of daily living (ADL) is projected to grow in the coming decades.
Furthermore, an increasing number of this population prefer to “age in place” in their
own homes or the homes of loved ones (Stone, 2011). While nursing homes are the focus
of much scholarly and journalistic attention, in fact the majority of the elderly and
disabled today live at home with an informal or formal caregiver. One study found that
86 percent of elders with three or more ADL limitations live with others and receive
about 60 hours of informal care per week, supplemented by over 14 hours of paid
assistance (Stone, 2011, p. 58). A now twenty year-old study estimated that the national
economic value of informal caregiving in 1997 was $196 billion, far exceeding the
spending for formal home health care ($32 billion) and nursing home care ($83 billion)
(Arno, Levine, & Memmott, 1999). Scholars and labor organizations agree that these
estimates will likely increase in the face of growing demand for care and limited public
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and private funds to pay for such services (Freedman & Spillman, 2014; National
Domestic Workers Alliance, 2015; Osterman, 2017; Stone, 2011).
While studies suggest that demand for care and especially home-based care for
the elderly is growing, they also document a labor supply shortage in both informal and
paid care, with many occupational hazards in the context of paid caregiving (Burbridge,
1993). The Institute of Medicine writes that the nation faces an “impending health care
crisis.” As demand for care outpaces labor shortages, there are high rates of turnover
among administrators, clinicians, and direct care workers, and there are concerns about
the quality of the workforce and quality of care (Institute of Medicine, 2008). These
concerns are widespread, as numerous federal agencies (e.g. US. Department of Health
and Human Services, US Department of Labor), state commissions and task forces, as
well as employer, union, and consumer groups have expressed concern about the
availability and sustainability of quality long-term care services in the 21st century.
Studies document that it is difficult to recruit staff, from skilled clinicians to front-line
caregivers, and that once hired, turnover is high. One study using 2007 national data on
nursing home staffing found that the annual turnover rate of certified nursing aides was
66 percent and the vacancy rate was 9.5 percent. In 29 states, the average turnover rate
was above the 66 percent figure. While national estimates are not available for personal
care and community-based care settings, one study in North Carolina found a 60 percent
turnover rate among personal care agencies and a 30 percent turnover rate among hospice
providers (Dill & Cagle, 2010; Wolf & Folbre, 2013, p. 160). Given the low pay and low
respect given to direct-caregivers, high rates of injury and reported on-the-job
2

discrimination (Bureau of Labor Statistics, 2012; Butler, Simpson, Brennan, & Turner,
2010; Houston, Young, & Fitzgerald, 2013; McCaughey et al., 2012), recruiting and
retaining high-quality paid caregivers is a major challenge.
For decades, researchers have indicated that technological innovations may offer
solutions to the crisis in care shortage (Burns, 2005). There are devices for telemedicine,
remote monitoring of patients, fall prevention for the elderly, injury prevention for
caregivers, and many more advances currently on the market or on the horizon. However,
scholars typically agree that at present time and in the near future, direct-caregiving is
still a complex, emotional, labor-intensive job that is difficult to replace with technology.
Individuals who need assistance still require a human being on site for tasks like bathing,
toileting, or meal preparation, not to mention deeper, lasting emotional bonds. Care work
scholars contend that this kind of labor is intensive, both physically and emotionally.
Unlike industrial manufacturing or interactive service work, caregiving is hard to
routinize and standardize, or replace with technological innovations. Care work is
difficult to industrialize at a high level of quality, cheaply (Duffy, 2011; Duffy, Armenia,
& Stacey, 2015; Glenn, 1992; Stacey, 2011).
Despite the labor shortages and the challenges to producing high-quality care at a
competitive price, home health care is an $83.9 billion industry, and in recent years, forprofit companies in the industry have grown and consolidated (Diment, 2015a, 2015b;
Guattery, 2018). As of 2013, a substantial majority (78.7%) of home health agencies
were for-profit in tax status (Harris-Kojetin, Sengupta, Park-Lee, & Valverde, 2013).
Among these, large companies are merging. A prominent example of consolidation is the
3

2015 purchase of Gentiva Health Systems by Kindred Healthcare, making Kentuckybased Kindred the largest and most geographically diverse company in the industry,
operating in 47 US states and worth over $8 billion (Greer, 2015). More recently, in
November 2017, two of the top ten for-profit home health care companies, LHC Group
and Almost Family, merged. The combined company now operates in 36 US states and
reports a revenue of $1.8 billion (Global News Wire, 2017).
The growth of for-profit agencies is not a recent trend in healthcare. In 1980,
Arnold Relman portended the rise of the “new medical-industrial complex” in the New
England Journal of Medicine. Relman argued that a medical industry that supplies
healthcare products and services for profit may be more efficient than non-profits but also
introduces “problems of overuse and fragmentation of services, overemphasis on
technology, and ‘cream-skimming,’ and it may also exercise undue influence on national
health policy” (Relman, 1980). While most of Relman’s discussion focused on hospitals
and nursing homes, he also warned of for-profit personal care, which even in 1980 was
already rapidly expanding. Paul Starr, writing in the early 1980s, also identified the
growth of “corporate medicine,” a transformation that would affect not only for-profits
but also non-profit and government organizations, pointing toward a trend of vertically
and horizontally integrated proprietary organizations that exercise concentrated control of
the medical industry (Starr, 1982). Carroll Estes and her co-authors have also examined
the rise of for-profit home health care. Using trends from the late 1980s, they argued,
first, that home health services were without question moving to privatization, and
second, that this may have a negative impact on the provision of care to the neediest, and
4

least profitable, patients (Bergthold, Estes, & Villanueva, 1990). Using sociological
theories of institutional isomorphism (DiMaggio & Powell, 1983) and home health care
data from the 1980s, they found surprisingly few differences between for- and non-profit
home health agencies, attributing these similarities to accommodative isomorphism
(Clarke & Estes, 1992). Estes and co-authors further suggested that tax status,
organizational factors (whether agencies are part of a chain), and local environment
factors such as market competition and demand for care services, mediated outcomes of
isomorphism and denial of services in home health care (Estes & Swan, 1994).
Today, for-profits continue to play a major role in home health care (Diment,
2015a; Guattery, 2018). The Prospective Payment System (PPS) implemented by the
Centers for Medicare & Medicaid Services in 2000, was more financially generous than
its predecessor, Interim Payment System (IPS), and has spurred the growth of home
health agencies and their expenditures. However, the role of profit-status in home health
care has remained “one of the most understudied areas of health care provider services in
the US today” (P. Rosenau & Linder, 2001). More recent reports agree that studies of the
cost structure of home health care are dated (Mukamel et al., 2014). Despite the growth
of large, for-profit home health care companies, and their increasing prominence in
healthcare due to demographic demands and attempts to keep healthcare costs down,
relatively little research focuses on businesses in the home health care industry.
Meanwhile, sociologists continue to study hospitals and nursing home facilities, largely
ignoring the home health care industry (Diamond, 1992; Reich, 2014; Rodriquez, 2014;
Starr, 1982; Timmermans & Oh, 2010). Social scientists in general and medical
5

sociologist and sociologists of work in particular would be remiss to ignore this important
industry and the role of growth and profit in home health care and care work. This
dissertation consists of three papers on related topics on the home health care industry.
Relying on different data and research methods, they each focus on an aspect of for-profit
home health care: aides’ job satisfaction, industry trends, and management processes.
In Chapter 1, I investigate the effects of home health care agencies’ profit-status
on aides’ reported job satisfaction. Using the 2007 National Home Health Aide Survey,
the first and currently only nationally representative sample survey of home health aides,
I find no direct effect of profit-status on job satisfaction. I then analyze factors that
account for differences in job satisfaction reported by aides working in for-profit agencies
compared to those working in not-for-profit settings. The analysis suggests that aides’
feelings of being valued by the agency and respected by their supervisor are strong
predictors of job satisfaction, even once controlling for other factors as such as injury,
work hours, and pay.
Chapter 2 analyzes financial reports filed with the US Securities and Exchange
Commission by the top six home health care companies as of 2016. These six companies
represented just under 17% of the national market share in a highly fragmented industry.
These companies are the only public for-profit companies in the industry. Private,
proprietary companies do not have to disclose financial data, making their records very
difficult to obtain. And few non-profits are comparably large in scope of healthcare
services, market share, and geographic range. Using financial reports and information to
investors, I give an overview of how the largest companies in the industry operate and
6

how they describe their business to investors. I show how these companies aim to achieve
vertical and horizontal integration in the face of institutional constraints and market
competition.
In Chapter 3, I direct my attention to management processes at one particular
large, national, for-profit home health care company. I ask how, given the institutional
and market pressures discussed in Chapter 2, one company manages to profitably scale
up care work, an interpersonal service that scholars generally agree is highly intimate and
labor intensive. I conducted a year-long organizational ethnography of the company,
including observations at three sites and interviews with directors, managers, clinicians
and aides across divisions within the company. I argue that emotional labor is central to
the structure of the organization. Managers’ ability to perform emotional labor on field
staff helps the company achieve what I call “emotional economies of scale.” This
perspective contributes to scholarly understanding of the industrialization of intimate
care, a topic that represents today and tomorrow’s gendered, low-wage work.

7

CHAPTER 1 – Respect and Appreciation: Determinants of Home Health Aide Job
Satisfaction across For-Profit and Not-For-Profit Agencies

This chapter asks whether home health aides working in for-profit agencies report
a lower level of job satisfaction, and, if so, why. This is a question that has not been
explored by previous studies. Existing studies investigate home health aides’ job
satisfaction by worker’s age, education level, race and ethnicity, injury rates, wages,
experience with discrimination, job title, and other factors. No study directly addresses
differences in aides’ satisfaction due to employer’s profit status. Those studies that do
focus on the role of profit status investigate profit status’s effects in other healthcare
contexts such as nursing homes or facilities, or on profit status and patient outcomes.
These studies have found that for-profit facilities generally report higher staff turnover,
lower satisfaction among staff, and lower patient outcomes. This suggest that aides
working for for-profit home health agencies might report lower job satisfaction compared
to those working in not-for-profit settings. Few studies examine profit status in home
health care, despite home health care’s important and growing role in healthcare services
broadly. As discussed in the introduction, existing studies on profit-status in home health
care are dated. Below, I discuss existing relevant literature, which informed the study’s
research methodology and provide context to the research question at hand.

8

Literature Review
Many factors have been found to contribute to home health aides’ job satisfaction
and turnover. In one study of aides in Kentucky, retention was most predicted by age,
education, wages earned, and intrinsic rewards including the desire to help others (Faul et
al., 2010). Another study found that language and cultural discordance between aides and
patients and aides and their coworkers were associated with lower levels of aides’ job
satisfaction (Weng & Landes, 2016). Discrimination from patients is another source of
dissatisfaction, particularly for black and Hispanic women and men (Rakovski & PriceGlynn, 2012). This issue is particularly important as home health aides are
disproportionately black and ethnic-minority women in the US. Physical injury rates are
also reported as a source of dissatisfaction.
Social support has been shown to enhance job satisfaction. Feeling confident in
one’s job performance and recognized by one’s supervisor and organization can increase
job satisfaction (Jang et al., 2015). And organizational support and supervisor support can
reduce the effect that job-related stressors like injury and discrimination have on job
satisfaction (Yoon, Probst, & DiStefano, 2015). In the consumer-directed context, as
opposed to traditional agency model, abuse from consumers, unpaid overtime hours, and
caring for more than one consumer predicted lower rates of job satisfaction, while social
support, job security, and union involvement had positive effects on job satisfaction
(Delp, Wallace, Geiger-Brown, & Muntaner, 2010).
Research in Canada has found that “care aide exhaustion, professional efficacy,
and cynicism” are related to job satisfaction, while organizational leadership, culture, and
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support from leaders were associated with increased job satisfaction (Chamberlain et al.,
2017). Meanwhile, research on Licensed Practical Nurses (LPNs), Certified Nursing
Assistants (CNAs), and Registered Nurses (RNs) show that, for all caregivers, lower
staffing levels, lower quality, for-profit ownership, and higher bed size are associated
with higher worker turnover (Castle & Engberg, 2006). These factors may also apply to
home health aides. Together, these studies identify many factors that are related to job
satisfaction. This study relied on their findings to build the models in this paper. Given
the many factors contributing to job satisfaction, this paper investigates which are most
significant in contributing to the difference in job satisfaction between aides working in
for and not-for-profits settings.
Self-reported levels of job satisfaction are related to aides’ intent to leave the job.
Higher job satisfaction, consistent patient assignment, and provision of health insurance
on the job have been found to be associated with lower intent to leave the job (Stone et
al., 2016). Turnover is a major problem in home health care. In a 2005 national survey,
76% of states identified worker recruitment and retention as a major policy issue
(National Clearinghouse on the Direct Care Workforce, 2005). A study on aides in
California found that about one in three reported intentions of leaving their jobs in the
next year (Matthias & Benjamin, 2005). A study on personal care workers in Maine
found that almost 30% left in the first year (Butler et al., 2010). Another study on North
Carolina personal care and hospice agencies found that turnover in home care agencies
were, on average, 60%. This study also reported that for-profit agencies experience
higher rates of turnover than non-profits, controlling for other relevant factors (Dill &
10

Cagle, 2010). They speculate, “It is possible that for-profit agencies have lower quality of
care and perhaps lower wages and benefits, leading to greater turnover. For-profit
organizations may also be more successful at recruiting direct care workers and pitching
their job vacancies as more desirable positions but then are not able to retain workers,
leading to high turnover.” This paper, focused on aides’ reported job satisfaction, helps
better understand why for-profits and not-for-profits experience different rates of
turnover. While research on nursing homes has found that nursing assistants’ job
satisfaction does not predict retention – that is, whether people report being satisfied with
their jobs and whether they say they will leave do not accurately predict whether they do
in fact leave (Dill, Morgan, & Marshall, 2013) – I argue that job satisfaction remains an
important issue. Seeing as home health care is one of the few low-wage jobs available to
workers, particularly women and racial and ethnic minorities, today, their job satisfaction
is worthy of sociological interest in its own right.
While there are studies that investigate the factors that contribute to home health
aides’ and other caregivers’ job satisfaction, none explicitly investigate the differences in
home health aides’ job satisfaction between those aides who work for not-for-profits and
those working in for-profits. This is an important issue, given that the majority of aides,
over 60%, work in for-profit settings (Bercovitz, Moss, & Sengupta, 2011) and there are
notable differences between for and not-for-profits. For profits tend to be newer, have
higher average cost per patient but lower costs per visit, smaller operations and different
cost structures (Mukamel et al., 2014). We know that proprietary home health agencies
are the majority of agencies, that they are more costly than not-for-profits and have lower
11

overall patient outcomes (Cabin, Himmelstein, Siman, & Woolhandler, 2014). One study
found that patients in for-profits had higher risks of hospitalization (Decker, 2011). These
studies explore differences in home health care agencies by ownership, but do not
investigate profit-status’s effect on home health aides.
Research on profit status and ownership has been conducted in care contexts
outside the home, namely in nursing homes, hospice, and other facilities. One study on
long-term care facilities in British Columbia found that the mean number of hours per
resident-day was higher in non-profit facilities compared to for-profits. This was true
across levels of care. This suggests that non-profits had higher staffing levels (McGregor
et al., 2005). Studies of nursing homes in the US have consistently found that for-profits
experience higher worker turnover (Banaszak-Holl & Hines, 1996; Castle & Engberg,
2006; Dill, Morgan, & Konrad, 2010). Among nursing homes, for-profits have been
found to be negatively associated with employer-provided benefits for nursing assistants
(Temple, Dobbs, & Andel, 2010). In nursing homes, for-profit facilities have been found
to have lower costs than non-profit and government facilities, but that relationship is
mediated by organization type (whether it is part of a larger partnership), resident mix,
and region (Ullmann, 1984). In Virginia, non-profit nursing homes have been found to
provide “less inappropriate care” than for-profits, but this was not associated with
residents’ functional outcomes (Moseley, 1994). A study in California showed that
proprietary nursing homes had significantly lower quality of care (O’Neill, Harrington,
Kitchener, & Saliba, 2003). Among hospice facilities, one study found that for-profit
hospice hired fewer full time clinicians (nurses, physical therapists, etc.) which means
12

workers are either part-time or the for-profits rely more on lower skilled workers (Cherlin
et al., 2010). Together, these studies offer parallels to home health care. Like nursing
homes and hospice facilities, home health care also relies on low-wage workers who
experience high turnover. Many work tasks in nursing homes – bathing, feeding, bed
transfers – are also featured in home health care. However, working in patients’ private
homes is a different context than a nursing home or facility, and organizational factors
such as social and organizational support may be even more important to aides’ job
satisfaction. Research on ownership status in nursing homes, hospice, and other facilities
offer possible hypotheses about ownership status’s effect on home health care aides’ job
satisfaction, but do not directly address this question.
Based on these previous studies, I hypothesize that aides working in for-profit
agencies report lower levels of job satisfaction because of the negative findings
associated with for-profits in related contexts. Management cultures may differ in forprofits and not for-profits. For-profits may be less likely than their counterparts to make
workers feel respected; or they may be less likely to make workers feel valued at their
jobs. Another hypothesis could be related to job characteristics; for-profits could pay
workers less, offer fewer work hours, or workers may be more likely to be injured on the
job. For-profits may be employing different kinds of workers; they may be more likely to
employ non-white workers, or younger workers, which are factors that contribute to
workers’ satisfaction with the job. Finally, for-profits may be more likely to operate in
large metropolitan areas, or may be chain-affiliated at higher rates, affecting job
satisfaction.
13

Data
The data for this paper come from the 2007 National Home Health Aide Survey
(NHHAS), the first and currently only probability survey of home health aides in the US.
It is a public dataset available through the Centers for Disease Control and Prevention
(CDC). There were 3,377 total respondents to the survey, and they were sampled from
15,558 personal care agencies representing all home health care and hospice providers in
the country (Bercovitz et al., 2011). The survey included both English and Spanish
speakers who were employed at least 16 hours per week by a home health care and/or
hospice agency. Respondents assisted patients with Activities of Daily Living (ADLs)
either in patients’ homes or in patients’ homes and long-term care facilities. Aides who
solely provided Instrumental Activities of Daily Living (IADLs), such as housekeeping,
shopping, and meal preparation, were excluded from the study.
The 2007 NHHAS included information on employer characteristics, such as
profit status and management model of the agency from which the respondent was
sampled, as well as information on metropolitan statistical area. Aides who participated
in the study were also asked about their entry into this line of work, their education and
training, job history, job satisfaction, workload, workplace environment, workplace
injuries, pay and benefits, commitment to the job, as well as socio-demographic
characteristics. Further detailed information about the survey design and descriptive
findings can be found in Bercovitz et al., 2011.
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Methodology
Using the 2007 NHHAS, I conducted single and multivariate statistical analyses
using Stata 12. The final model I ran included 2933 respondents; 444 (13% of the original
sample) were dropped due to missing data and because I analyzed only those individuals
who reported an hourly wage. Analysis of the pattern of missing data indicates that
dropping these cases should not have a significant effect on the findings. The NHHAS
respondents were sampled out of agencies that were sampled in the 2007 National Home
Health and Hospice Care Survey. Due to the two-stage design, the data are weighted.

Dependent Variable
The outcome variable of interest in this study is job satisfaction. Respondents
were asked, “How satisfied are you with your current job?” and were asked to answer on
a four point scale: 1-extremely satisfied, 2-somewhat satisfied, 3-somewhat dissatisfied,
4-extremely dissatisfied. 47.2% reported that they were extremely satisfied; 40.9% they
were somewhat satisfied; 9.5% reported they were somewhat dissatisfied; and 2.4%
reported they were extremely dissatisfied. I combined dissatisfied and extremely
dissatisfied because they are relatively few. I also recoded the data, so that 1 represents
least satisfied and 3 represents most satisfied. See Table 1 for descriptive statistics of
dependent and independent variables.
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Independent Variables
Independent variables were selected based on existing research on job
satisfaction, retention, and turnover among home health aides and other caregivers in
related contexts (such as nursing assistants in nursing homes). These studies are
discussed in the literature review. The independent variables that I selected are: agency
profit status, feeling valued by one’s organization, feeling respected by one’s supervisor,
feeling that work hours are enough, hourly pay rate, on-the-job injury, aides’ race, aide’s
age, agency’s metropolitan statistical area, and agency chain affiliation.
1. Management
Measures of management include respondents’ reported relationship and feelings
toward management at the agency. Respondents were asked, “How much do you think
the organization values or appreciates the work you do as a home health aide?” and “To
what degree do you feel your supervisor respects you, as part of the health care team?”
Answers were reported on a three point scale, from “very much,” to “somewhat,” and
“not at all.” I recoded the data so that 1 represents least valued/respected and 3 represents
most valued/respected.
2. Job Characteristics
I included control variables that measured relevant job characteristics that may
influence aides’ job satisfaction, independent of management characteristics and
ownership status of agency. Respondents were asked, “Would you prefer to work
more/fewer hours or are the work hours about right?” I recoded the data so that 1
represents “about right,” 2 represents “fewer hours,” and 3 represents “more hours.”
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70.7% reported that the hours are “about right;” the remainder preferred either fewer or
more hours. I included measures for respondents’ hourly pay rate (a continuous variable
ranging from $5.75 to $25.00). Respondents were also asked whether they had
experienced at least one injury in the past twelve months on the job (a dichotomous
variable).
3. Aide Characteristics
I also controlled for respondent characteristics that are relevant to job satisfaction
and work experience. These measures included aides’ race (reported as “White only,”
“Black only,” or “Other”), and age. The vast majority, 95.2%, of respondents were
female. Following similar studies using this dataset, I did not include respondent’s gender
in my final model.
4. Agency Characteristics
I also included three variables related to agency characteristics. One variable was
a measurement of the agency’s ownership status. In this data, 59.7% of respondents
worked for for-profit agencies. The rest worked for non-profit or other agencies. A
second variable measures the agency’s chain affiliation. 27.7% of aides worked for
agencies affiliated with a chain; the rest worked for independent agencies. A third
variable measures the agency’s metropolitan statistical area – whether the agency is
located in a metropolitan or micro-politan area, or neither. Research indicates that
geography and chain affiliation are correlated with ownership status – indeed, one study
found that non-profits were more likely to be chain affiliated (Mukamel et al., 2014) – so
those variables were included in the analysis.
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I conducted ordinary least squares regression to analyze various predictor
variables’ effects on job satisfaction. I also ran the models separately for the two types of
firms – for-profits and not-for-profits – to see if particular effects varied by type of firm.
In previous versions of this paper, I conducted ordered logistic regression because the
outcome variable, job satisfaction, is an ordinal variable. The results were similar and I
report results from the ordinary least squares regression analysis here for clearer reporting
of results. Before this, I analyzed the pattern of missing data, examined the correlation of
variables in my study (Table 2), and conducted t-tests determining the effects of profit
status on the study’s variables (Table 3). For each regression model, I tested for
multicollinearity and found the variance inflation factor (VIF) scores were below 2 for all
models. The iterations of the model are listed in Table 4. Tables 5 and 6 present the
results of the iterations of the model for for-profits only and for not-for-profits only.

Findings
Table 1 features the descriptive statistics of the sample, including results by forprofit versus not-for-profit. Job satisfaction differs by agency ownership status. Aides at
for-profits report a mean job satisfaction score of 2.41; aides at not-for-profits report a
mean job satisfaction score of 2.57. Aides at for-profits report being satisfied or
extremely satisfied at lower rates than aides at not-for-profits. 55.2% of aides in not-forprofits report being extremely satisfied with their jobs, while 42.4% of aides in for-profits
report being extremely satisfied. 9.1% of aides in not-for-profits report being dissatisfied
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or extremely dissatisfied with their jobs; 14.8% of aides in for-profits report being
dissatisfied or extremely dissatisfied.
Unsurprisingly, 95% of respondents are women. In both for-profits and not-forprofits, the mean age is about 45. The percentage of white aides is higher in not-forprofits than in for-profits. Among non-for-profits, 63.4% of respondents are white,
whereas in for-profits, 49.8% are white. For-profits employ black and other non-white
aides at higher rates than not-for-profit agencies.
Injury rates also differ among for-profit and not-for-profit agencies. 8.4% of
respondents at for-profits reported at least one injury in the last year. In comparison,
16.7% of respondents at not-for-profits reported at least one injury in the last year. Wage
rates also differ. The mean hourly wage at for-profits was $10.67. At not-for-profits,
respondents reported a mean hourly wage of $11.61 – almost a dollar more. At forprofits, 64.8% of aides reported being satisfied with their work hours; at not-for-profits,
79.4% reported being satisfied with their work hours. Overall, among those who are not
satisfied with their work hours, most would prefer to be working more hours.
59.7% of the respondents work for for-profit agencies. Most, around 82% are in
metropolitan areas. The remainder are in either micropolitan areas, or neither. For-profits
are also more likely to be chain-affiliated. 40.7% of aides working at for-profits are also
chain-affiliated; 8.5% of aides at not-for-profits are also chain-affiliated.
Finally, there are slight differences in aides’ reported feelings of being valued at
the organization and being respected by their supervisor. The mean score of feeling
valued by the organization is 2.63 at for-profits and 2.71 at not-for-profits. The mean
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score for feeling respected by one’s supervisor is 2.74 at for-profits and 2.79 at not-forprofits. Additional percentages for aides’ responses to survey questions about feeling
respected and valued be found in Table 1.
T-tests reveal that there is a statistically significant difference (p<0.001) in
reported job satisfaction between aides working in for-profit settings compared to those
working in non-profit or other settings. See Table 3 for further details. On average, those
working at for-profits are less likely than those working at non-profits to report being
extremely satisfied with their jobs. See Table 1 for comparison.
Additional t-tests reveal that there are many other statistically significant
differences between for-profits and not-for-profits. Namely, workers in for-profits report
feeling respected by their supervisors at lower rates than workers in other settings. Aides
at for-profit report feeling valued by the organization at lower rates than those at not forprofit settings. The difference in mean hourly rate for for-profit workers ($10.66)
compared to the rate for those at not for-profits ($11.61) is also statistically significant.
Those at for-profits also report that the hours are not enough at higher rates. They also
report lower rates of injury. The demographics of workers also differ between for-profits
and their counterparts. At for-profits, workers are non-white at higher rates. They are, on
average, younger. In this sample, for-profits are also affiliated with chains at higher rates,
and are found in metropolitan areas at higher rates.
Given that there is a statistically significant difference in aides’ job satisfaction
between for-profits and not-for-profits, the question is whether the for-profit effect
persists after other factors are controlled. If not, what accounts for the for-profit effect?
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Table 4 shows the models that were run, with each additional variable added
incrementally. I also investigated whether the determinants of job satisfaction vary by
profit status by running the models separately for the two types of agencies. The results
are shown in Tables 5 and 6.
In the final model run on all aides, for-profit and not-for-profit combined, the
effect of for-profit status on aides’ job satisfaction disappears after controlling for aides’
feeling valued by the organization, feeling respected by their supervisor, preferences for
fewer or more work hours, hourly pay rate, on the job injury, race, age, agency’s
metropolitan status, and agency’s chain affiliation. Aides’ feelings regarding being
valued by the organization and respected by their supervisor remained statistically
significant predictors of job satisfaction. Aides’ preference for fewer work hours, aides’
race, age, and agency’s metropolitan status also remained statistically significant. A
higher level of job satisfaction was predicted by aides feeling valued by the organization
and feeling respected by their supervisor. Working at an agency in neither a metro nor
micro-politan area and older age also positively predicted higher job satisfaction.
Preference for fewer hours than one’s current work load and the racial experience of
being black predicted lower levels of job satisfaction.
Results from the final model differed when for-profits and not-for-profits were
separately analyzed. Among for-profits only, feeling valued by the organization, feeling
respected by one’s supervisor, a preference for fewer work hours, having experienced onthe-job injury, and not being white were statistically significant predictors of job
satisfaction. A higher level of job satisfaction was predicted by feeling valued by the
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organization and respected by one’s supervisor. Preferring fewer work hours,
experiencing at least one on-the-job injury, and the racial experience of not being white
(being black or ‘other’), predicted lower levels of job satisfaction. In contrast, among notfor-profits only, aides’ race, on-the-job injury experience, and preference for fewer work
hours were not statistically significant predictors of job satisfaction. Feeling valued by
the organization and respected by one’s supervisor positively predicted job satisfaction.
Working for an agency in neither a metro nor micro-politan area also predicted higher job
satisfaction levels, while preference for more work hours predicted lower job satisfaction.
These findings suggest that effects of some factors such as on-the-job injury and
experience of racial identity on aides’ job satisfaction differ by for-profit and not-forprofits, but across all agencies, feeling valued by the organization and feeling respected
by one’s supervisor are consistently significant predictors of aides’ job satisfaction.

Discussion and Conclusion
Home health care is known to be a “low-skilled” and low wage job (Osterman,
2017). Given the pervasiveness of unpredictable work hours, and lack of employer
provided benefits such as medical insurance and sick leave, home health care work is
quintessentially a form of precarious work (Kalleberg, 2013). Yet, even accounting for
factors such as on-the-job injury and hourly pay rate, factors related to agency
management remain important in predicting aides’ job satisfaction. In particular, feeling
respected by one’s supervisor and feeling valued at one’s organization are consistently
important predictors of job satisfaction. Aides employed at for-profits are less likely to
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report experiencing high levels of respect and appreciation, compared to their
counterparts working in not-for-profit settings.
These findings can be understood in the context of other research on organizations
and non-profits. In 1990, Paul DiMaggio and Helmut Anheier wrote that “nonprofitness”
did not have a single particular meaning and that understanding differences between for
and non-profits required an industry level approach. Furthermore, they warned:
“sociology remains a liberal discipline, and the NPS [nonprofit sector] is often seen as the
locus of values -- voluntarism, pluralism, altruism, participation -- that liberals hold
dear.” Therefore, scholars most not be quick to misleading conclusions. Their coverage
did not discuss research on how workers themselves experience and think about nonprofits (DiMaggio & Anheier, 1990). Other research on the nonprofit sector suggests that
employees of nonprofit organizations are more satisfied with their jobs than their
counterparts working at for-profit firms. This is true even taking into account pay and
fringe benefits, and is robust to individual heterogeneity between non-profit and for-profit
workers and industry differences. Evidence suggests that, “non-profit firms offer
substantial non-pecuniary work benefits” (Benz, 2005). In healthcare in particular,
research has shown that nonprofits see themselves as tasked with altruistic and servicebased missions in contradistinction to for-profits (Reich, 2014; Rodriquez, 2014), and
that home health aides like workers in other caregiving contexts value seeing themselves
as loving, altruistic, and driven not primarily by pay (England, 2005; Stacey, 2011). It
may be that given the meanings that workers at both direct care and managerial levels
attribute to the socially constructed “love or money” paradox (Folbre & Nelson, 2000),
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non-profit home health care organizations and supervisors manage home health aides
differently, explaining the difference in aides’ reported feelings of respect and
appreciation. Another possibility is that nonprofit home health care agencies’ ideals may
be more in line with the logics of caregivers’, helping them feel respected and valued
with shared symbolic meanings of care work. These hypotheses, however, require further
study.
The limitations of the paper and the data prevent deeper analysis. Survey data
measuring job satisfaction and feelings of respect and appreciation on a Likert scale offer
a higher sample size and are useful when creating a nationally representative sample, but
are limited in developing deeper understandings of respondents’ motivations, meanings,
and contexts. In this case, the rates of job satisfaction are high (over 80%), given what we
know about the precarious nature of the work. Selection bias may affect the outcome. For
example, those who are extremely dissatisfied with their jobs may be less willing to
participate in the study, or may have already left their jobs and are not captured by the
study. Furthermore, the aides sampled in this survey were selected from agencies
sampled in the National Home and Hospice Care Survey, a nationally representative
sample of Medicare or Medicare or state licensed home health and hospice agencies.
Those aides working for employers that do not fall into these categories, or that provide
only homemaker services or housekeeping services, or only IADLs, are not captured in
this data. Finally, the 2007 NHHAS is now ten years old, and the economic landscape in
the US has changed. Since the time of the survey, the US experienced the Great
Recession, socio-political movements such as the Fight for $15 and Occupy Wall Street
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became popular, and mobile technologies have become more advanced and socially
pervasive. These and other social changes may influence home health aides’ job
satisfaction, supervisors’ interactions with aides at workplaces, and general opinions
about for-profit and non-profit organizations.
Despite the limitations of this paper however, it is worth noting that differences in
aides’ job satisfaction at for-profit and non-for-profit agencies cannot be wholly
attributed to material differences such as pay or injury rates. Respect and appreciation
from supervisors and employers remain significant factors contributing to aides’ job
satisfaction. As the early 20th century labor slogan goes, “The worker must have bread,
but she must have roses, too.” This remains salient for low-wage workers in the 21st
century. This paper suggests that management practices – the focus of Chapter 3 in this
dissertation – is an important topic of research.
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CHAPTER 2 – Industrializing Care: Evidence from Leaders of the Home Health Care
Industry

The home health care industry is currently highly fragmented (Guattery, 2018;
Osterman, 2017). The top ten home health care providers represent about one fifth of the
overall national market share, and many home health care companies are local chains or
standalone agencies. Since the 1980s, for-profits have come to represent the majority,
compared to non-profits and government agencies. Between 2000 to 2009, the number of
for-profit Medicare-certified home health care agencies in the US more than doubled,
from 2800 to 6500 (National Association for Home Care and Hospice, 2010), and
industry reports suggest trends toward consolidation (Diment, 2015a; Guattery, 2018;
McDermott & Palasota, 2018).
In the previous chapter, I showed how the statistically significant differences in
aides’ job satisfaction at for-profit and not-for-profit agencies can be explained by other
factors, particularly aides’ feelings about being valued by the organization and being
respected by their supervisor; as well as aides’ race and age. In this chapter, I focus on
the home health care industry more broadly. Using reports filed with the US Securities
and Exchange Commission (SEC), I investigate trends among the six top companies in
the industry, all of which are publicly traded, for-profit companies operating in multiple
states across the country. While these companies are in no way representative of all
agencies in the industry, with considerable capital and lobbying influence, their strategies

26

reflect broader regulatory and market pressures in the industry, and trends among these
companies stand to shape the industry’s future.

Literature Review
In 1980, Arnold Relman in the New England Journal of Medicine warned of a
new “medical industrial complex,” “a large and growing network of private corporations
engaged in the business of supplying health-care services to patients for a profit –
services heretofore provided by nonprofit institutions or individual practitioners” that
would have “broad and potentially troubling implications” on the future of healthcare
(Relman, 1980). Among these implications were overuse of healthcare services, “creamskimming” in which healthcare providers take in only the profitable cases, unwarranted
emphasis on advanced technologies and costly procedures, and undue private corporate
influence on public policy. His assessment focused on hospitals and nursing homes, but
also specifically mentioned personal care as a sector of the healthcare industry. At the
same time, in 1982, Paul Starr discussed the coming of “corporate medicine,” focusing
specifically on its effects on hospital systems and physician training and socialization
(Starr, 1982).
In the almost forty years since these concerns, these warnings have appeared to be
warranted. Research indicates that financial incentives have indeed influenced medical
service providers. In a comparative study on hospitals, Adam Reich found that even in
different contexts – a public, county hospital, a Catholic hospital, and a hospital affiliated
with a health maintenance organization (HMO) – all hospitals are met with pressures to
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become or remain profitable (Reich, 2014). In order to reduce costs, hospitals have also
outsourced food, medical supplies, and janitorial services to private contractors, leading
to poorer working conditions, poorer patient outcomes, and higher rates of infection
(Zuberi, 2013). Physicians surveyed across the country report lower levels of trust in
multi-state, for-profit corporate healthcare providers, compared to non-profits
(Schlesinger, Quon, Wynia, Cummins, & Gray, 2005). In nursing homes, proprietary forprofits have significantly lower quality, as measured by numbers of deficiencies found in
audits by the Centers for Medicare and Medicaid Services (CMS), compared to nonproprietary, non-profit facilities (O’Neill et al., 2003). However, studies have overlooked
home health care, in part because of the historically non-medical role of personal care
and the explicit exclusion of personal care from the profession of nursing (Boris & Klein,
2006).
With the exception of a now decades old study on organizational isomorphism
among home health care companies (Clarke & Estes, 1992), medical sociologists have
rarely focused on the institutional side of home-based healthcare providers. Research has
focused either on profit status’s effects on home health care patient outcomes, or else has
focused on the operation of nursing homes. For example, research using the National
Home and Hospice Care Survey has found that for-profit home health care agencies are
more likely than not-for-profits to have higher risks of patient hospitalizations (Decker,
2011). Other studies have also indicated that for-profit home health agencies appear to
have lower quality clinical indicators, especially the “avoidance of hospitalization”
record, as well as higher administrative costs (Cabin et al., 2014). These studies use CMS
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data but do not investigate the institutional aspects of home health care company
operations. Research that do focus on business and operations study nursing homes. For
example, Jason Rodriquez’s book on for-profit and non-profit nursing homes found that
two opposing logics “a logic of care and a logic of cost” (p.4) and the bureaucracy of
Medicare and Medicaid regulations constrain both for-profit and non-profit nursing
homes from providing the highest quality of care to all patients (Rodriquez, 2014).
Timothy Diamond’s Making Gray Gold also examined how profit-seeking leads nursing
home administrators to break down caring tasks, leading to poorer experiences for both
patients and caregivers (Diamond, 1992). These studies do not analyze the operations of
home health care companies. Home health care accounts for only about 3% of national
health expenditure in the US, a small fraction compared to hospitals, which contribute
32% (Kamal & Cox, 2017). Because long-term care is not typically covered by Medicare
and there are gaps in insurance coverage for long-term care services, institutional
differences may produce different trends in the for-profit home health care industry,
compared to for-profit hospitals and nursing homes. Since home health care is projected
to play a growing role in health care, this industry deserves more attention in scholarly
literature.
This paper seeks to fill this gap by studying the operations and institutional
context of the leading home health care companies, focusing not on patient outcomes but
rather on how these companies discuss their own business strategies and industry. In
particular, this analysis draws upon the concepts delineated in Starr’s Social
Transformation of Medicine (1982). Starr articulated five dimensions of change that the
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growth of corporate medicine portends: change in ownership from non-profits and
governmental organizations to for-profit companies; horizontal integration, as evidenced
by multi-institutional systems; diversification and corporate restructuring from single-unit
organizations to “polycorporate” enterprises; vertical integration, with companies focused
on all phases and levels of care; and industry concentration in both regional markets and
nationally (p. 429). Although Starr is largely interested in these trends in hospitals and
facilities, I analyze how these trends are applicable today to the home health care
industry.

Data and Methods
This chapter analyzes the 10-K forms of the six publicly traded for-profit home
health care companies in the industry as of 2016. A Form 10-K is an annual report that
publicly traded companies must file with the US Securities and Exchange Commission
(SEC). This report is a comprehensive summary of the company’s financial performance
and gives investors information about the company’s overall business, business
strategies, strengths and weaknesses, industry risks, and financial statements. This is a
statement in the company’s own words.
The home health care industry is highly fragmented, with many small private or
non-profit agencies operating locally throughout the country. The largest for-profit home
health care companies are in no way representative of the universe of agencies in the
industry today. However, these industry leaders stand to play a big role in shaping the
future of the industry. They have considerable lobbying power to influence state and
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federal policies and reimbursement rates that affect all agencies, and they have the capital
to adopt new technologies that may transform the process of care delivery. Thus,
analyzing the 10-K forms of the six publicly traded for-profit home health care
companies allows us to gain an understanding of what large, for-profit companies in this
industry look like today – their business model, their goals, and their understanding of
their industry – and it offers a window into the companies that are positioned to impact
the industry as a whole. Private companies do not disclose financial statements or
business statements to the public. Meanwhile, many non-profits are smaller, locally based
operations that do not span dozens of states, and therefore offer a poor comparison. For
purposes of confidentiality, I cannot present specific information on Horizons that would
expose the company’s identity. Instead, this paper offers an overview of the broader forprofit home health care industry and makes the claim that industry conditions that lead to
Horizons’s management practices are true not just at one site alone; it is broadly
applicable. Pressures and benefits to operating emotional economies of scale, discussed
in the next chapter, exist for large, for-profit companies across the industry.
In 2015, the top ten home health care companies, ranked by national market share
were:
National
Rank

Agency

National Market
Share (%)

1

Kindred Healthcare

5.81

2

Amedysis, Inc.

4.60

3

LHC Group

2.09
31

4

Almost Family, Inc.

1.77

5

Encompass Home Health

1.35

6

Brookdale Senior Living

1.22

7

Visiting Nurse Service of New York

1.08

8

Trinity Health

1.03

9

Interim Healthcare

0.90

10

BAYADA Home Health Care

0.83
Total 20.68

Source: (LexisNexis Risk Solutions, 2015)

Of these, the top six, Kindred, Amedysis, LHC, Almost Family, Brookdale, and
Encompass (acquired by HealthSouth Corporation in 2014) were publicly traded, forprofits in the industry. Together they account for almost 17% of the home health care
market. For comparison, the top 100th company in the industry accounts for 0.11% of the
market. These six top companies are major players in a highly fragmented industry. I
accessed and downloaded the 10-K forms of the six companies through the SEC website
in 2016. Information in the forms pertain to the company’s businesses in the 2015 fiscal
year ending December 31. Analysis was conducted using Atlas.ti, a qualitative coding
software. Codes were generated through both initial reading of the texts as well as
application of existing concepts, particularly those discussed by Relman, Clarke and
Estes, and Starr (Clarke & Estes, 1992; Relman, 1980; Starr, 1982).
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Findings
Kindred, the largest home health care company, operates a number of healthcare
services through its subsidiaries. These include transitional care hospitals, home health
care, hospice and community care, rehabilitation, nursing centers, and assisted living.
These services are operated through four divisions: hospital division, Kindred at Home,
Kindred Rehabilitation, and the nursing center division. Kindred at Home provides home
health, hospice, and community care services from 604 locations across 40 states. In
2015, Kindred acquired Gentiva, which now operates as a subsidiary of Kindred. At the
time of acquisition, Gentiva was a leading home health care company providing home
health, hospice, and community care services from approximately 491 locations across 40
states. Note that community care services indicates what some call personal care or home
care, referring to personal caregiving and provision of ADL and IADL services that is
distinct from the more skilled medical services of home health care. For the purposes of
this analysis, I focus on Kindred at Home, which in 2015 reported a revenue of $1.58
billion from home health alone.
Amedysis also offers home health, hospice, and personal care through 408 care
centers in 34 states. Amedysis Home Health provides skilled home health care services
while the Personal Care segment provides personal care on a private duty basis. In the
industry, private duty is synonymous with individualized care paid for by patients or
clients out of pocket. In 2015, Amedysis reported a revenue of just over $1 billion from
its home health division.
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LHC offers a range of services through four segments: home health services,
hospice services, community-based services, and facility-based services. These
healthcare services include home-based nursing, hospice, community-based care also
known as personal care or personal care, and long-term acute care hospital services.
Through its subsidiaries, joint ventures, and affiliates, it operates in 363 service providers
across 25 states. In 2015, it reported a revenue of $613.2 million from home health
services and $41.2 million from community-based services.
Almost Family offers services through two divisions, home health care and
healthcare innovations. The home health care division offers visiting nurse services (also
known as home health care), and personal care services (also known as personal care).
The healthcare innovations segment houses developmental activities outside of traditional
healthcare services, including technology, population health management, clinical
advancements, and care coordination. It operates 236 branch offices from 15 states. In
2015, Almost Family reported a revenue of $528.8 million from its combined home
health operations; $401.1 million (75.8%) from visiting nurse services and $127.7 million
(24.2%) from personal care services.
Encompass was acquired at the end of 2014 by HealthSouth, which operates both
facility and home-based care in 34 states and Puerto Rico through inpatient rehabilitation
hospitals, home health agencies, and hospice agencies. Its home health operations focuses
primarily on skilled home health care alone. HealthSouth operates 307 locations and
reported a 2015 revenue of $478.1 million from home health care.
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Brookdale’s business model is different from the other companies because it
operates senior living communities, with 1,123 communities in 47 states, including
independent living, assisted living, and continuing care retirement centers. Through its
ancillary services programs, it also offers a range of outpatient therapy, home health,
personalized living and hospice services to residents of its communities and seniors living
outside its communities. Brookdale’s ancillary services reported a 2015 revenue of
$469.2 million, which is under a tenth of its total revenue generated from resident fees.
Healthcare Policy and Competition
Across the board, these companies report constraints and risks due to the high
volume, complexity and unpredictability of healthcare policies, in particular the policies
governing Medicare reimbursements. A substantial majority of home health care
companies’ revenue comes from Medicare. In each of the leading home health care
companies, home health services are largely or almost exclusively short-term, episodic
skilled care, provided by a team of clinicians and home health aides, often to individuals
returning from hospitals or acute settings. These services are reimbursed by Medicare at
fixed rates, and are governed by many very specific regulations governing care episodes.
For example, Almost Family reports that 94% of its visiting nurse revenue comes from
Medicare; the rest from Medicaid and private insurance. Amedisys reports that 80% of its
revenue is derived from Medicare. Kindred at Home reports that 80.3% of its revenue
comes from Medicare.
Although most of the leading home health care companies provide both home
health care (also called visiting nurse services) and personal care (also called personal
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care or community-based care), home health accounts for the majority of the revenue, of
which Medicare is the largest payer. Scholars have noted that this reflects the overlooked
nature of long-term care in US healthcare policy (Osterman, 2017; Stone, 2011). Given
the existing healthcare policy in the country, home health care companies respond where
there are higher rates, that is short-term home health instead of long-term personal care.
For example, LHC reports that 75.1% of its total revenue comes from home health while
only 5.1% of its revenue is derived from community-based services. Note that in the
personal care or community-based services divisions, the majority of revenue comes from
Medicaid. For example 83% of Almost Family’s personal care segment revenue is
generated from Medicaid, while the remainder comes from insurance programs and
private pay.
Given that so much of the home health care business is dependent on Medicare
revenue, these companies are highly responsive to policy changes and regulations.
Companies consider an uncertain future in US healthcare policy, both federally and at the
state level, to be a major risk. HealthSouth, which owns Encompass, writes, “We derive a
substantial portion of our Net operating revenues from the Medicare program… In
addition to many ordinary course reimbursement rate changes that the United States
Department of Health and Human Services, Centers for Medicare and Medicaid Services
(“CMS”), adopts each year as part of its annual rulemaking process for various healthcare
provider categories, Congress and some state legislatures have periodically proposed
significant changes in laws and regulations governing the healthcare system. Many of
these changes have resulted in limitations on the increases in and, in some cases,
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significant roll-backs or reductions in the levels of payments to healthcare providers for
services under many government reimbursement programs. There can be no assurance
that future governmental initiatives will not result in pricing roll-backs or freezes or
reimbursement reductions.” Home health care companies are highly concerned with the
rebasing of reimbursement rates, set by CMS. Changes in reimbursement rates have a
substantial impact on the companies’ revenue. Amedisys writes, “Payments received
from Medicare are subject to changes made through federal legislation. When such
changes are implemented, we must also modify our internal billing processes and
procedures accordingly, which can require significant time and expense. These
changes… can include changes to base episode payments and adjustments for home
health services, changes to cap limits and per diem rates for hospice services and changes
to Medicare eligibility and documentation requirements or changes designed to restrict
utilization. Any such changes, including retroactive adjustments, adopted in the future by
CMS could have a material adverse effect on our business.”
Healthcare is highly regulated and regulations are extremely detailed and
complex. Medicare participation and reimbursement rates are not the only policies that
affect home health care companies. These companies are also subject to regulations
governing licensing and accreditation, anti-kickback laws, the federal Stark Law
governing conflicting financial interests in physician referrals, false claims laws, and
others. Medicare and Medicaid reimbursement rates and regulations – Medicare
especially, since it counts for the substantial majority of companies’ revenues – are
central to home health care companies’ business. Since these rates and regulations can be
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subject to unpredictable change and federal and state-level budgets, priorities, and
politics, and are fixed, they present a major source of risk and constraint to the
companies’ operations.
Competition is another concern for even the leading home health care companies.
Competition is regional and local, but high across the country, with many competitors
offering similar services under the same regulatory conditions and constraints, and low
barriers to entry particularly in the personal care market. Almost Family writes, “Our
home health care agencies compete with local and regional home health care companies,
hospitals, nursing homes, and other businesses that provide home nursing services, some
of which are large established companies that have significantly greater resources than
we do. Our primary competition comes from local companies in each of our markets, and
these privately-owned or hospital-owned health care providers vary by region and
market. We compete based on the availability of personnel; the quality, expertise, and
value of our services; and in select instances, on the price of our services. Increased
competition in the future from existing competitors or new entrants may limit our ability
to maintain or increase our market share.”
HealthSouth, which owns Encompass, writes, “The home health and hospice
services industry is highly competitive and fragmented. There are currently more than
12,400 home health agencies and approximately 4,000 hospice agencies nationwide
certified to participate in Medicare… Encompass’ primary competition comes from
locally owned private home health companies or acute-care hospitals with adjunct home
health services and typically varies from market to market… There are six public
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companies, including us, with significant presences in the home health industry, the
largest of which operates long-term acute care hospitals, inpatient rehabilitation facilities,
nursing centers and assisted living facilities. The primary competitive factors in any
given market include the quality of care and service provided, the treatment outcomes
achieved, and Encompass’s relationship and reputation with the acute care hospitals,
physicians or other referral sources in the market… Competing companies may also offer
varying personal care services. Home health providers with scale, which include a
number of other public companies, may have competitive advantages, including
professional management, efficient operations, sophisticated information systems, brand
recognition, and large referral bases.” HealthSouth recognizes the competitive advantage
of offering a range of personal care services, and that increasing the scale of the
company’s operations offers advantages such as efficiency, brand recognition, and larger
sources of referrals.
LHC, the second largest home health care services provider, writes, “We compete
with local and regional home nursing and hospice companies, hospitals and other
businesses that provide post-acute health care services, some of which are large,
established companies that have significantly greater resources than we do. Our primary
competition comes from local operators in each of our markets. We expect our
competitors to develop joint ventures with providers, referral sources and payors, which
could result in increased competition. The introduction by our competitors of new and
enhanced service offerings, in combination with industry consolidation and the
development of competitive joint ventures, could cause a decline in net service revenue
39

and loss of market acceptance of our services. Future increases in competition from
existing competitors or new entrants may limit our ability to maintain or increase our
market share.” This concern is shared by each of the six largest home health care
companies. In local and regional markets, companies compete for clients, which are
introduced by referrals from physicians’ offices, hospitals, and a range of facilities and
senior residences. Companies also compete for personnel, including skilled clinicians
such as nurses and therapists and home health aides. Competitors operate under the same
regulatory conditions with the same Medicare and Medicaid rates. Therefore, as LHC
suggests, the ability to consolidate with other companies as well as diversify services
increases market share, recognition and referral sources, and buffers against regulatory
and reimbursement uncertainties.
Horizontal and Vertical Integration, and Diversification of Services
Given some of the risks and constraints that across the board even the largest
home health care companies experience, the strategies adopted by these companies reflect
the trends in for-profit medicine that were outlined decades ago by Starr, Relman, and
other researchers. The largest for-profit companies are merging with or acquiring
competitors in the same market. Horizontal integration is an explicit component of the
companies’ growth and diversification strategy. This is evidenced, for example, by
Kindred’s acquisition of Gentiva, then one of the largest home health care providers, in
2015. One of the major strategies identified by Kindred is “Aggressively growing
Kindred at Home.” They write, “We continue to expand our presence in the home health
and hospice business within our Kindred at Home division. With the Gentiva Merger, we
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provide services in 604 locations in 40 states as of December 31, 2015, making us one of
the largest home health and hospice companies in the United States based on revenues.
We intend to continue expanding our home health and hospice operations through
additional acquisitions, partnerships, and de novo site development, particularly in our
Integrated Care Markets.”
Similiarly, LHC identifies its main strategies as growing its existing business and
strategically making acquisitions. It writes, “We intend to drive internal growth in our
current markets by increasing the number of health care providers from whom we receive
referrals and by expanding the breadth of our services in each market.” Additionally,
“We will continue to identify and evaluate opportunities for strategic acquisitions in new
and existing markets that will enhance our market position, increase our referral base, and
expand the breadth of services we offer. We endeavor to joint venture with hospitals to
provide post-acute services, such as home health, hospice, and community-based
services.” In 2017, LHC merged with Almost Family, combining the third and fourth
largest companies in the industry as of 2015.
Meanwhile, these top companies are also identifying vertical integration as a
strategy to maintain and increase their competitiveness in the industry. The majority of
these companies operate many divisions beyond home health care. For example, one of
Kindred’s most profitable divisions is its transitional care hospital division. According to
Kindred, one of its primary competitive strengths is, “diversified service offerings across
the post-acute continuum, [which] enable[s] integrated care and population health.” It
writes, “We have a large and diversified portfolio of service offerings including TC
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hospitals, home health and hospice operations, IRFs [inpatient rehabilitation facilities],
contract rehabilitation services, and nursing centers… We are the largest post-acute
healthcare provider with the full continuum of care in place to successfully manage an
entire episode of care. We have designated 23 markets across the United States as
Integrated Care Markets. In these Integrated Care Markets, we are developing our diverse
services, allowing us to coordinate and manage the care for our patients, improve care
transitions, reduce lengths of stay, implement physician services strategies, [and] prevent
avoidable re-hospitalizations.”
Brookdale is primarily a senior living company with a division that provides
“ancillary” services to its residents, including home health care. The company writes,
“We plan to grow our revenues by innovating our product offerings and providing new
senior living solutions to meet evolving consumer needs and expectations… We also plan
to leverage the array of services that are currently offered to residents in our buildings to
seniors who want to remain in their homes. Through the Brookdale Ancillary Services
programs, we currently provide therapy, home health, hospice and other ancillary
services, as well as education and wellness programs. We plan to focus on expanding
those services outside of our communities to seniors in their homes, initially to those who
are short-term patients of skilled nursing centers. We expect that this will not only grow
cash flow, but also provide quality service in a person's home that can become the entry
point into the full continuum of our services. We also believe that there is a significant
opportunity to become a player in the post-acute healthcare world as it evolves. We
expect to continue our initiatives to link our unique continuum of care with other post42

acute care providers to provide the most effective, comprehensive set of solutions for
seniors.”
One of the main strategies of leading home health care companies is to focus on
the “continuum of care.” Patients require an array of healthcare services over time and in
different settings. This includes, but is not limited to, hospital care, short-term skilled
nursing care, long-term personal care, continuing care retirement centers, independent
living, assisted living, rehabilitation facilities, skilled nursing facilities, and palliative care
and hospice. Home health care companies that operate home health or personal care
services exclusively must rely on referrals from outside organizations for patients, and
refer those patients to other organizations for care services that it does not provide. By
focusing on vertical integration of the “continuum of care,” companies can reduce
inefficiencies and associated costs, increase its brand and name recognition, and retain
the business of its patients throughout their aging and end of life process. Vertical and
horizontal integration, as evidenced by the examples above from the top home health care
companies, allows them to diversify their services. These strategies not only increase a
company’s competitiveness and market share; they also mitigate the detrimental financial
impact of changes to specific reimbursement rates and healthcare policies, particularly in
the face of uncertain federal and state-level politics.
Staffing and Productivity
Among challenges confronting even the largest home health care companies is
recruiting and retaining high-caliber staff. The leading companies cite shortages in nurses
and caregivers, particularly in regional markets, as a risk to companies’ sustained
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revenue. Companies are also concerned with unionization’s effect on labor costs. In order
to maintain growth and profitability and buffer against reimbursement rate changes,
companies discuss strategies to achieve higher staff productivity. For example, Almost
Family writes, “We contemplate formulating and taking actions to mitigate or otherwise
offset some of the negative effects of reimbursement changes. These actions may include
any or all of the following… Attempting to reduce our costs by: developing a more
efficient delivery model, increasing the productivity standards for our staff, optimizing
the appropriate use of different levels of professional staff, limiting or eliminating the
growth in wage rates, limiting or reducing the size of our work force… and accelerating
our efforts to evaluate the use of various technological approaches to the delivery of
patient care to improve patient outcomes and/or improve the productivity of our
workforce.” Increasing staff productivity and reducing labor costs, without deterioration
of patient outcomes (which affects Medicare eligibility and reimbursements), are among
the foremost goals of home health care companies.
Staffing concerns are central to companies’ competitiveness and profitability,
particularly in the face of staffing shortages. HealthSouth (Encompass) writes,
“Competition for staffing, shortages of qualified personnel, union activity or other factors
may increase our labor costs and reduce profitability. Our operations are dependent on
the efforts, abilities, and experience of our medical personnel, such as physical therapists,
occupational therapists, speech pathologists, nurses, and other healthcare professionals.
We compete with other healthcare providers in recruiting and retaining qualified
personnel responsible for the daily operations of each of our locations. In some markets,
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the lack of availability of medical personnel is a significant operating issue facing all
healthcare providers. A shortage may require us to continue to enhance wages and
benefits to recruit and retain qualified personnel or to contract for more expensive
temporary personnel. We also depend on the available labor pool of semi-skilled and
unskilled employees in each of the markets in which we operate. If our labor costs
increase, we may not experience reimbursement rate or pricing increases generally to
offset these additional costs. Because a significant percentage of our revenues consists of
fixed, prospective payments, our ability to pass along increased labor costs is limited. In
particular, if labor costs rise at an annual rate greater than our net annual market basket
update from Medicare or we continue to experience a shift in our payor mix to lower rate
payors such as Medicaid, our results of operations and cash flows will be adversely
affected. Conversely, decreases in reimbursement revenues, such as with sequestration,
may limit our ability to increase compensation or benefits to the extent necessary to retain
key employees, in turn increasing our turnover and associated costs. Union activity is
another factor that may contribute to increased labor costs. We currently have a minimal
number of union employees, so an increase in labor union activity could have a
significant impact on our labor costs. Our failure to recruit and retain qualified medical
personnel, or to control our labor costs, could have a material adverse effect on our
business, financial position, results of operations, and cash flows.” This statement is
consistent with other leaders in the industry who all report little or no unionization among
its employees, but are concerned with union activity. For example, Kindred writes,
“Healthcare providers are experiencing a high level of union activity across the country.
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At December 31, 2015, approximately 2,900 of the employees at 25 of our facilities were
unionized. Though we cannot predict the degree to which we will be affected by future
union activity, there are continuing legislative proposals that could result in increased
union activity. We could experience an increase in labor and other costs from such union
activity. Furthermore, we could experience a disruption of our operations if our
employees were to engage in a strike or other work stoppage.”
HealthSouth’s statement above makes clear the constraints that affect staffing.
Labor shortages across all skill levels and high competition make recruiting and retaining
qualified and committed healthcare professionals and caregivers a top concern to
companies. On the other hand, fixed reimbursement rates due to the contexts discussed in
previous portions of this paper limit “our ability to pass along increased labor costs.” As a
result, these companies must seek to increase staff productivity and effectively manage
existing personnel to deliver robust financial results to its investors. Note that 10-K forms
are one of the most important documents that shareholders and potential investors use to
determine a company’s performance. Companies’ discussions of staffing concerns and
productivity in the 10-K form are assurances to investors of the company’s continued
profitability and current and ongoing strategy.

Discussion and Conclusion
In Caring for America, Eileen Boris and Jennifer Klein follow the history of home
health care and personal care’s earliest forms, defined in contradistinction to the
professions of medicine and nursing, and framed by the policies of state-sponsored
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welfare programs (Boris & Klein, 2006). Today, home health care continues to be
overlooked in the literature in medical sociology. As the demographic demands of an
aging population make home health care of greater interest to medicine, healthcare, and
“the aging enterprise,” researchers in nursing and gerontology have devoted greater
attention to home health care. Some have investigated the rise of for-profit and
proprietary companies on patient outcomes. Few studies have investigated the structure
of home health care companies and their operations. As large, for-profit companies
consolidate and play a growing role in the industry, investigation of these companies’
business structure and strategies is warranted. These companies not only affect a large
and growing population of the elderly, they affect clinicians as well as less credentialed,
low-wage workers. These companies offer updates to medical sociologists’ understanding
of the corporatization of healthcare beyond hospitals and other traditional contexts of
medicine.
In this paper, I show using reports filed by the largest home health care companies
in the industry how institutional constraints of Medicare (and to lesser extent Medicaid)
and healthcare policy correspond with strategic horizontal and vertical integration among
the industry’s leaders. Diversification of services mitigates industry-wide risks and risks
from competitors in a highly competitive and fragmented market. The institutional
constraints of a largely Medicare-driven revenue base combined with a shortage of
clinical and caregiver labor translates to the critical role that staff productivity plays in
overall profitability. This context is important background to understanding the
ethnographic findings discussed in the next chapter. While Horizons, the ethnographic
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site, is just one company, reports from comparable companies in the industry suggest that
the constraints it faces may be representative of larger trends in the industry as a whole.
There are limitations to the data in this paper. First, I cannot make a causal claim
that a reliance on Medicare’s fixed rates leads companies to pursue the strategies
discussed above. I can make only a descriptive claim of general trends and theorize about
these trends using existing literature. Second, given that there is only one large nonprofit, Visiting Nurse Service of New York, among the top home health care providers,
and non-profits do not file 10-K forms, it is difficult to make comparisons between for
and non-profit organizations. However, a general overview of VNSNY services indicates
that it too relies on Medicare to fund its provision of home health care, and that it too
offers a range of services. Third, I cannot make claims about how these industry trends
affect the majority of home health agencies, which are not large corporations but rather
smaller regional chains or stand-alone companies in a local market, along with non-profit
agencies, hospital-affiliated agencies, and government-affiliated organizations. However,
reports suggest that “scale is becoming increasingly important to withstanding
reimbursement and compliance headwinds” and that the rebasing of Medicare
reimbursement rates and changes in CMS compliance standards leave freestanding home
health care agencies with declining Medicare margins (McDermott & Palasota, 2018). As
a result, consolidation of the kind described in this paper is an increasingly important
industry trend. Despite the limitations of this paper, analysis of 10-K forms of the leaders
in home health care nevertheless yields useful understanding of industry trends and the
corporatization of care services today.
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Across the healthcare industry, academic disciplines, and demographic forecasts,
experts agree that home health care stands to play a growing role in healthcare services
and medicine in the US. The largest providers of home health care today, many of which
are multi-state for-profit companies with a range of healthcare services, have great
influence on shaping the industry for decades to come. They also forecast the institutional
and economic context of care for the elderly and impact many of the fastest growing jobs
in the country. Therefore, there is a timely need for sociology to look to home health care
for trends in the present and future of healthcare, labor, and organizations. This chapter
focuses on the growth and consolidation of the home health care industry; the next
chapter will focus on management processes that facilitate the scaling up of care services.
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CHAPTER 3 – Emotional Economies of Scale: Reducing Cost and Raising Profitability
of Care

In the two previous chapters, I showed that respect and appreciation – namely,
feeling respected by one’s supervisor and feeling valued by one’s organization –
positively impact home health aides’ job satisfaction. I also discussed some of the
constraints that home health agencies face – an industry that is beset with bureaucracy,
inflexible Medicare and Medicaid reimbursement rates, and high competition for both
skilled clinicians and aides. In the face of these constraints, the leading for-profit home
health agencies have responded with strategies of vertical and horizontal integration to
achieve competitive levels of revenue and growth. In this chapter, I discuss how one
leading for-profit home health care provider utilizes managers’ emotional labor to elicit
workers’ feelings of respect and appreciation, and how this emotional labor is part of the
structure of the organization and is critical to its ability to provide services at a large
scale.
Scholars have noted the limits of care work to scalability. Care work is highly
intimate and personal. Unlike industrial manufacturing or retail service work, it is
difficult to automate or break down with scripts or other tools of scientific management.
Given these challenges, this study investigates what large-scale, for-profit industrialized
care delivery looks like at the managerial level. Existing studies in the sociology of work
and organizations, medical sociology, and gerontology have yet to capture this process.
Scholars of work and organizations have generally focused on industrial manufacturing,
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unions and labor organizing, or else the interactive processes of front-line service work
(Braverman, 1998; Fine, 2006; Hochschild, 2003; Leidner, 1993; Milkman, 1997;
Williams, 2006). Studies on care work focus on the conceptual complexities of delivering
intimate services on a market, or else on the specific labor experiences of caregivers
(Diamond, 1992; England, 2005; Hochschild, 2003; Stacey, 2011). These studies do not
focus on the structure of the organizations or management processes that match
caregivers to care recipients. Studies in medical sociology that do focus on organizations
and management of direct care study facilities such as hospitals and nursing homes
(Diamond, 1992; Rodriquez, 2014; Zuberi, 2013), and professionals like physicians and
nurses (Bosk, 2003; Freidson, 1970, 1984; Timmermans & Oh, 2010), overlooking the
growing role of home health care and aides. While gerontologists do study home health
care, much of the research is quantitative and investigates broad industry trends, patient
outcomes, or workplace satisfaction and injury rates (Bergthold et al., 1990; Jang et al.,
2015). Collectively, these studies do not answer the question – given the challenges of
care work, how do leading home health companies manage to deliver high-volume care
services and make a profit?
In this chapter, I answer this question by presenting results from a year-long
ethnographic study of one leading, for-profit home health care provider. The
ethnographic fieldwork is complemented by interviews with directors, managers, and
front-line staff across three divisions within the company. I introduce the concept of
“emotional economies of scale” to describe how emotional labor is central to the
company’s operations and ability to provide a high volume of services across the country.
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While numerous studies document the nature of emotional labor in caregiving
(Hochschild, 2003, 2012; Kang, 2010; Leidner, 1993; Stacey, 2011) and the efficacy of
economies of scale in industrial manufacturing, scholars have overlooked the ways
companies maximize intimate care service delivery while keeping labor costs low.
Identifying this process conceptually is of both theoretical and practical interest. As
technology transforms industrial manufacturing labor, many remaining jobs, particularly
entry-level, low-wage jobs, remain in the service sector. Many of these jobs require
interpersonal caregiving, and are, like home health care, difficult to scale up using
traditional approaches. Meanwhile, the growing need for home health care is an issue of
public concern. Identifying “emotional economies of scale” offers scholars an
understanding of the process underlying industrialized care economies.

Literature Review
In The Managed Heart, Arlie Hochschild differentiated between what she called
“emotional labor” and “emotion work.” Emotional labor referred to “the management of
feeling to create a publicly observable facial and bodily display; emotional labor is sold
for a wage and therefore has exchange value” (2003, p. 7). Emotion work referred to
“these same acts done in a private context where they have use value” (p. 7). We all
perform emotion work in our day-to-day personal relationships. But when emotion work
is bought and sold for a wage on a market, it becomes emotional labor.
Hochschild’s distinction between emotional labor and emotion work directly
references Karl Marx’s classic work Capital, in which Marx explained how commodities
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become money, which is then transformed into capital, a process that is the central pillar
of capitalism (Marx, 1867). Hochschild calls attention to difference between the use
value and exchange value of emotion management. She suggests that companies such as
airlines profit off the exchange value of the emotional labor of service employees. The
Managed Heart details how emotional labor surfaces in workplaces and in customer
service, and how it affects the self, but it does not sufficiently explain how, in Marx’s
terms, money begets money. If emotional labor has an exchange value, how is this
exchange value leveraged to beget more value? How does emotional labor procure
capital? The Managed Heart focuses its analysis at the level of interaction and the self,
but does not explain how emotional labor fits into the larger structural framework.
Subsequent studies on emotional labor and service work similarly undertheorize
emotional labor’s structural position. Existing studies are either what I call “macro” or
“micro.” At the macro level, studies are conceptual or theoretical. They discuss the
position of emotional labor in occupational and social hierarchy. They attend to the social
devaluation of emotional labor and care work. They show through occupational studies
and historical analysis that paid caregiving and jobs that require high levels of emotional
labor are typically performed by women and by non-white and immigrant women in the
US context, and are socially devalued and reap little monetary rewards (Duffy, 2011;
Duffy et al., 2015; England, 2005; Glenn, 2002). Other studies discuss the social and
emotional conflicts that arise in the buying and selling of intimate encounters. Using
examples of courtroom cases, family caregivers, nannies, surrogate mothers, and others
who perform paid intimate work or care work, these studies highlight questions
53

surrounding the authenticity of emotional labor and emotion management, and the “love
and/or money” paradox (Folbre, 2012; Hochschild, 2012; Zelizer, 2005). These studies
adeptly point at the fault lines in our socially constructed understandings of intimate
relationships and economic exchange, but do not answer the practical question of how
investing in emotional labor generates profit.
The process of how emotional labor is made profitable is detailed in many studies
that focus on the micro or interactional level of service work or care work. Such studies
examine how companies create scripts for interactive customer service work, and how
such scripts challenge workers’ sense of self or otherwise are adapted by workers in
meaningful ways. These studies analyze how workers create meaning out of their
routinized, underpaid, or devalued jobs; how they personalize their work; and how race,
class, and gender of the workers and their clients or customers affect workplace
interactions (Kang, 2010; Leidner, 1993; Stacey, 2011; Williams, 2006). These studies
are focused on the interactions between workers and customers, or else the workers and
their internal selves. They show how the relational aspects of service work and care work
are used or sometimes exploited by employers to generate business, but such studies do
not show how emotional labor fits into the larger structure of an organization. They show
how emotional labor has exchange value, but do not detail how that exchange value
begets greater exchange value.
In Making Gray Gold, Tim Diamond studies nursing assistants’ work in nursing
homes (1992). He compares caring for the elderly and the emotional labor that is entailed
in such intimate work to “raw material,” like that in an ore. He argues that nursing homes
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transform this raw material into gold by breaking down the labor of the low-wage women
they employ into smaller tasks. Diamond’s ethnography details the challenges of paid
care work for nursing assistants, and the pains of the elderly residents who spend down
their life savings in nursing homes. The metaphor of an ore is useful, but as Diamond
suggests, the women (they are mostly women) who train to become nursing assistants
already know the role of caregiver all too well. One fellow student, a black woman, in
Diamond’s nursing course says to him, during the instruction, “’Hey, Tim, what do you
think? Are they teaching us to be nurses’ aides or black women?’” (p. 24) suggesting that
the course teaches servitude, which the women in the course have been socially
accustomed to performing for much of their lives. If the workers who perform emotional
labor already know how to perform this work, and as sociologists and historians suggest,
have known this work for centuries long before nursing aides’ courses and for-profit
nursing homes and home health care agencies existed (Boris & Klein, 2012; Glenn,
1992), then how are nursing homes and related agencies improving upon or investing in
this “raw material” to create gold?
Evelyn Nakano Glenn writes, “Whether supplied by corporations or the state,
these services [caring] are labor-intensive. Thus, a large army of low-wage workers,
mostly women and disproportionately women of color, must be recruited to supply the
labor. Still, despite vastly expanded commodification and institutionalization, much
reproduction remains organized at the household level. Sometimes an activity is too
labor-intensive to be very profitable” (Glenn, 1992, p. 6). Studies like Tim Diamond’s
and Clare Stacey’s show exactly how this “vast army” of low-wage women workers are
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recruited and retained despite precarious working conditions. They also show that
caregiving and the emotional labor that is entailed in the work is indeed labor-intensive.
However, judging by the growth of the home health care industry and the rise of forprofits across nursing homes and home health care agencies (Cabin et al., 2014; Diment,
2015a, 2015b), investing in this work is also clearly very profitable. Judging by the
mergers and acquisitions and investments in the industry discussed in the previous
chapter, many industry leaders see care work as lucrative business.
If emotional labor is labor-intensive; and little can be added to change or improve
upon it since women, and disproportionately women of color, have been performing this
very labor for centuries, how are companies now investing in this labor to generate large
profits? I offer an understanding of the structure of emotional labor in organizations that
intervenes between the macro, conceptual understandings of emotional labor and its
broader social context, and the micro, interactional analyses of how emotional labor
functions in day-to-day settings.
In Labor and Monopoly Capital, Harry Braverman breaks down the principles of
modern day scientific management, initiated by Frederick Winslow Taylor. The
principles are (1) the “dissociation of the labor process from the skills of the workers,”
(2) the “separation of the conception [of the work process] from execution” with the
concentration of knowledge among management and the absence of knowledge among
workers, and (3) “the use of this monopoly over knowledge to control every step of the
labor process and its mode of execution” (Braverman, 1998). Braverman discusses how
this process affects clerical workers and service and retail workers, but the emotional
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labor performed by nursing aides and personal care aides is, by nature, even more
personal and intimate than the emotional labor performed by flight attendants or retail
service workers (Diamond, 1992; Rodriquez, 2014; Stacey, 2011). The principles of
scientific management are too difficult to apply to intimate care work, which requires
intense and deeply personal emotional labor.
I show how management has found other ways to organize the labor process of
emotional labor. I use the concept of “emotional economies of scale” to describe how
emotional labor can be scaled up to reduce the cost per caregiver-client dyad. Economies
of scale refers to the reduction of costs per unit that arises from increasing the total output
of a product (Oxford Reference, 2009). For example, large medical systems can perform
procedures for lower cost due to the higher volume of procedures performed. Using a
large, for-profit home health care company, I show how emotional labor, despite its
labor-intensive and complex nature, can similarly be organized to achieve economies of
scale. Each caregiver-client relationship is a dyad. By using managers who perform
emotional labor on a greater number of caregivers, who in turn perform emotional labor
on an even greater number of clients, the home health care company can maximize the
productivity of each worker. Ensuring that workers are performing maximum client
service hours or making maximum client visits to claim Medicare reimbursements, but
not exceeding into overtime pay, allows the company to stay profitable despite otherwise
tight margins.
Emotional labor becomes important not only in the worker-customer/client/patient
relationship but in the manager-worker relationship, too. Managers’ abilities to manage
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their emotional affect to elicit responses from and support the workers they oversee
ensures that workers can optimally perform emotional labor, in turn, on clients. See
Figures 1 and 2. This is particularly important in home health care, where reimbursement
rates are fixed and care is very costly. Other studies on managers, affect, and office
culture have shown how powerful workplace rituals and manager-worker relationships
are in policing workers’ productivity (Kunda, 1992). I show how, beyond rituals and
organizational culture, emotional labor is exercised by managers on workers to elicit
workers’ emotional labor for clients. This structure makes an otherwise costly, laborintensive process more efficient and profitable.

Data and Methods
Horizons Home Health Care (all names are pseudonyms throughout; details
impertinent to the study have been changed to protect the organization’s and respondents’
anonymity) is a leading provider of home health care. The company operates over 300
offices in over 30 US states and employs over 20,000 home health care professionals.
Horizons offers a range of health services in the home, including home health care
and hospice. Horizons’s home health care services range from short-term, rehabilitative
care to long-term assistance with activities of daily living (ADLs) and personal care. It
employs skilled workers such as registered nurses (RNs), physical therapists (PTs), and
occupational therapists (OTs), as well as less-credentialed caregivers such as home health
aides (HHAs). Like other home health care companies, Horizons relies on home health
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aides (HHAs) and certified nursing assistants (CNAs) to provide the bulk of assistive
services that help clients with activities of daily living (ADLs). Such services are
especially needed to help the elderly live independently in their homes or the home of a
loved one, and are useful to families managing Alzheimer’s disease or dementia, among
other physical or mental conditions.
Horizons accepts a number of different payment methods from clients. The most
common forms of payment for home health care include Medicare, Medicaid, and private
health insurance. Medicare is the federal health insurance covering seniors age 65 and
older and covers 100 percent of home health care services under qualifying conditions.
Medicaid is state government health insurance and medical assistance to people,
including seniors, who meet income eligibility requirements. Some home health care
services are covered under Medicaid eligibility. Finally, major medical insurance
providers such as Aetna and Blue Cross Blue Shield also cover some or all home health
care services, depending on coverage and eligibility. Other sources of payment that
Horizons accepts include long term care insurance and private pay.
I gained entry into Horizons over a period of years, first making initial contact
with one of the company’s senior leaders at an industry conference, and subsequently
through repeated contact with two non-clinical professionals in the company in 2016. The
majority of my data collection occurred between fall of 2016 and fall of 2017. Given the
expansiveness of the company, I chose to focus mainly on three offices within the
company, two focused on providing personal care (also commonly referred to as personal
care, community-based care, or long-term care) to individuals paying out of pocket, with
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some form of private insurance or pension, or Medicaid assistance; and one focused on
providing home health care (also referred to as skilled nursing, rehabilitative care, shortterm or episodic care) to individuals covered by Medicare and private insurance.
I visited each office approximately two days a week, for about three hours at a
time, over the course of three to four months each. I visited the personal care offices over
a period of three to four months and I visited the home health care office over seven
months. I also visited some other offices and attended inter-office meetings focused on
inter-office collaborations. Additionally, I interviewed 30 employees within the company,
across divisions, ranging from senior directors to field staff (clinicians and aides). Some
interviews were conducted in closed-door settings, or out of the office in a nearby coffee
shop; others were conducted on the go, on lunch breaks, or as I walked or drove with
respondents from one meeting site to another. A few were conducted over the phone.
Interviews typically lasted 30 minutes to one hour.
In my observations in the home health care office, I primarily shadowed home
health care managers in the office. Some managers are responsible for scheduling client
home visits, communicating with clients regarding their scheduling needs and insurance,
communicating with insurance companies to investigate levels of coverage, managing the
schedules of clinical field staff, and entering and organizing all documentation into the
company’s software system and devices. Other managers are trained clinical
professionals (nurses, physical or speech therapists) who manage and coordinate care for
clients. They also manage the schedules of the clinical field staff. They oversee the care
that clients receive, answer questions or concerns that field staff may have, communicate
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with primary care physicians and insurance companies regarding medical issues or
clients’ needs, and overall, ensure that clients are receiving the appropriate levels of care.
Managers work very closely together. In this office, their cubicles are literally next to
each other’s and they are always within sight and earshot of each other, with
conversations often overlapping.
In addition to watching managers at their desks taking phone calls and interacting
with clinical staff, I sat in on regular intra-office meetings. One regular, weekly meeting
involves discussions of ongoing clients and the most urgent or confusing cases.
Clinicians and managers sit around a large conference table going through lists of clients,
discussing their current state, living and family situations, or any issues affecting their
health and recovery process. Often, this is a chance for clinicians to fill in the gaps of
information on clients. It is also a way for managers to advise the team.
I also sat in on meetings in which marketing representatives, home health care
managers, and the office director discuss new clients on a weekly basis. Marketers visit
partner facilities, hospitals, and physicians’ offices in and around the city in order to
acquire new referrals for the company. Their jobs require personal contacts and
relationships with the individuals (usually social workers and client referral managers)
responsible for making referrals to home health care within these facilities and settings.
In these meetings, marketers go through each new individual client who may be a new
referral. They discuss the client’s health status as well as their insurance coverage.

61

I also attended monthly staff meetings. These are meetings in which the entire
office – clinical staff, managers, marketers, and the director – is present. Usually, there
are 30 to 40 people in the room, and the meeting lasts two hours. The meeting is usually
broken up into several segments discussing major issues affecting the entire office or
company. One regular feature of these meetings is a “pep talk” (my description) to boost
staff morale. This pep talk may emphasize the personal, emotional nature of home health
care work, or it may encourage staff to communicate more regularly with their coworkers. Another regular feature is a teaching segment, wherein managers remind staff of
how to appropriately document clients on their devices. These teaching segments are very
technical and often involve discussions of coding and note-taking. Finally, the meetings
always end with commendations of notable clinicians. This may involve giving out
awards for best physical therapist, best social worker, etc., and the reading aloud of
clients’ letters of gratitude or commendation regarding specific members of the staff.
Finally, in addition to these regular meetings and office activity, I shadowed two
home health aides in patients’ homes, sat in on new staff training, and observed a job
interview for a new home health aide. I also sat in on a Quality Assurance and
Performance Improvement (QAPI) meeting, in which clinicians and managers discuss
best practices for coding and documenting clients’ health status and abilities, and care
needs. I also collected the office’s paperwork, including intake forms, notes on clients
and care plans, documentation guides, and marketing materials aimed for both internal
communication and public advertising.
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Unlike the home health care office, which relies on teams of clinicians and home
health aides, the personal care offices rely almost entirely on the work of home health
aides and certified nursing assistants. While home health care receives the bulk of its
payment through Medicare, personal care relies on out of pocket payments, Medicaid
payments, or private long-term care insurance and some pensions. The structure of the
personal care offices is similar to the home health care office in many ways. There, too,
are clinical and non-clinical managers at the heart of the operations. In both offices, I
observed managers coordinate aides’ schedules and communicate directly with clients
and their families to assess their needs. If the client was paying with private insurance or
a pension, managers also determined insurance payments and communicated with
insurance companies. The managers with clinical training were registered nurses who
manage the care provided by home health aides and nursing assistants. They determine
whether staff are providing appropriate levels of care, and are responsible for ensuring
and monitoring quality of care. Managers work closely in the offices to manage the
frontline staff. In the personal care offices, as in the home health care office, managers sit
side by side in cubicles, where everyone is within sight and earshot of each other.
On the front lines, the personal care offices rely almost exclusively on per diem
aides and nursing assistants, supervised by registered nurses and clinicians. While the
clinicians on the front lines in home health care are paid a regular salary (based on points
accrued per client visit), aides’ and nursing assistants’ workloads fluctuate. They often
work multiple jobs with different agencies besides Horizons. They also experience high
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turnover. As a result, the personal care offices have dedicated recruiters who recruit new
employees and regularly offer orientations and skills assessments.
In the personal care offices, I shadowed managers at their cubicles as they fielded
phone calls from clients and field staff. Marketers are not a central aspect of personal care
operations, but recruitment and training of home health aides is a critical feature of each
personal care office. In both personal care offices, I observed aide trainings and exams, as
well as the recruitment process by following recruiters. In the personal care offices, aides
rarely come into the office for lengthy team meetings as in the home health care office, so
I did not have that aspect of the work process to observe. However, aides regularly
stopped into the offices to drop off their paper timesheets, often bringing a young child,
or making small talk with the administrator at the front desk in each office. Finally, I
observed weekly inter-office meetings in which the personal care offices discuss client
transfers and coordinate care with the home health care teams. This gave me a unique
window into observing how the company links different offices and practice areas within
the company, an issue that is of great concern to Horizons and similar companies within
the industry as they grow in range of service areas.

Findings
The Offices
It is just before 9 am on a Tuesday morning in February. I am about to visit one of
the local Horizons home health care offices, which is located on the 18th floor of a large
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office building in the downtown of a large Northeastern city. I check in with the doorman
in the building’s lobby and take the elevator up. When I exit the elevator, I see a set of
glass doors with Horizons’s logo featured prominently. Through the glass doors is an
open-plan office with ten cubicles clustered together in the center of a spacious, brightly
lit room. Some cubicles are divided by panel partitions that one can lean over for a
conversation, but still have some privacy at one’s desk. Other cubicles are undivided and
look across the aisle into a neighbor’s workspace. The city’s skyline can be seen through
vast windows on one side of the room. On the other walls are whiteboards listing clients’
names and notes, and a framed picture of the company’s founder. Around the room,
displayed in decals on the walls, are company slogans such as “Do your best,” “Be kind,”
“Show patience and love.”
When I arrive, the managers – who are white men and women between their 20s
and 40s -- are already seated at their desks. Johnny and Megan, two managers in their late
20s, are seated across the aisle from each other, taking with a middle-aged white woman,
one of the nurses who makes home visits. The phone rings about every five to ten
minutes at one of the desks, and a manager will answer saying, “Thank you for calling
Horizons Home Health Care. This is Janet. How may I help you?” The call may be from
one of the office’s clients calling about their upcoming visit with a nurse, from one of the
clinicians making their home visits across the city, or another party calling about any
number of medical, scheduling, or insurance issues. Janet, one of the managers, a white
woman in her 20s, is preparing documents for an intra-office team meeting where
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clinicians making home visits discuss shared clients on a weekly basis. This is a typical
morning at this home health care office.
In the “home health care” office – distinguished from “personal care” – clients are
seen on a short-term, rehabilitative basis.1,2 For example, a client is discharged from a
hospital or in-patient facility and is referred to Horizons. Since 2000, under the
Prospective Payment System (PPS), Medicare pays home health agencies a
predetermined base payment for services based on the client’s health condition, needs,
and geographical location. These payments are made based on 60-day episodes of care,
which can be renewed without limit so long as the client is deemed eligible for home
health care services by a physician and nurse or therapist who makes the assessment
(Centers for Medicare and Medicaid Services, 2018). Under home health care, clients
receive short-term care in their homes or in the facility where they reside. The care is
intended to help the person recover from an injury, illness, or surgery, and the care is
provided by a team of skilled clinicians such as nurses and occupational and physical
therapists, social workers, and home health aides and nursing assistants. While many
clients are senior citizens, adults also receive home health care for a wide range of issues.
It is rare for individuals to pay out of pocket for these services. At Horizons, home health
care is generally paid for by Medicare and/or a vast number of private insurance plans.

Across Horizons offices, people receiving care are called “clients.” I follow Horizons’s conventions. The
doctor-patient and the patient as client/consumer relationship has long been a topic of discussion in medical
sociology. For some discussions on this topic, see: (Freidson, 1970; Reeder, 1972).
2
The division between Horizons “home health care” and “personal care” is real but the names for the
offices and other details have been changed or left out to protect the offices’ anonymity. Other comparable
companies also divide their offices by short and long-term care. They are sometimes called “home health
care,” “home health,” “home care,” or “community-based care.”
1
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Each manager has a list of insurance plans accepted at Horizons at her cubicle; the list is
over a page long.
In contrast to home health care, the personal care offices provide care to clients on
a long-term basis. Long-term care (LTC) includes a range of medical and non-medical
services for clients who are elderly or disabled, who cannot take care of themselves on a
long term basis. These services include help with assistance with daily living (ADL) tasks
and instrumental assistance with daily living (IADL) tasks. For example, a client with an
ongoing case of dementia may require long-term care. These services paid for by
Medicaid, administered through state programs; some pensions or private long-term care
insurance; or out of pocket by clients and/or their families. Long-term care is
overwhelmingly provided by home health aides, personal care attendants, or nursing
assistants. They are supervised by nurses or clinicians. At Horizons, home health aides
perform most of the front-line caregiving in the personal care offices.
I observed two personal care offices at Horizons, both located in the downtown of
the same city as the home health care office. To distinguish the two personal care offices,
I call them the East and West offices. The personal care East office is a twenty minute
drive away from the home health care office. It, too, is located at one of the top floors of
a large office building downtown. Down an unassuming hallway, next to several other
office space units, double doors open onto a small waiting area with two armchairs. In the
waiting area is a bookcase displaying awards won by the Horizons personal care East
office and coffee table books about caregiving and about the company’s history. On the
walls hang glossy posters advertising Horizons’s services. In one poster, a young white
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woman wearing blue scrubs displaying the company’s logo smiles warmly at the camera.
Around the corner from the waiting area, the office space opens to a larger floorplan
featuring a cluster of a dozen cubicles. Here, too, some cubicles are divided by partitions
that one could lean over, while others sit side by side or across an aisle from each other.
The windows look into other office buildings in the city. Throughout the day, the
telephone rings at a steady clip. The calls come in for managers with requests for new
services, questions from clients or their families, or questions from home health aides
throughout the city.
Twenty five minutes away from personal care East, personal care West is also
situated in a large office building downtown. Down a carpeted corridor from the 6th floor
elevator banks, glass doors open onto a waiting area where a receptionist, a young black
woman, sits at the front desk. Past the receptionist, the room opens onto a large office
space with rows of a dozen cubicles where the managers are busy answering phones and
fielding questions from clients and home health aides around the city. On one side of the
office, large windows look into other city office buildings across the street.
Each Horizons office looks more alike than different. What makes them look
different is the foot traffic through the doors. At all three offices, managers spend their
workday at their cubicles, and an office director sits in his or her office in a room close
by. At Horizons home health care, nurses, therapists, and social workers stop in
throughout the day, particularly in the morning hours. They attend weekly intra-office
team meetings, pick up supplies for their rounds, and stop in to ask managers questions
about their schedules and clients. With 60 clinicians on staff divided into smaller teams
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based on the zip codes they cover throughout the city, the home health care office sees
the same faces regularly. In contrast, the personal care offices see a higher volume of
different faces. Throughout the day, home health aides stop into the office to submit their
paper timesheets, or ask questions about their paychecks. Personal care East and West
each have about 180 home health aides on staff at one time, but these numbers fluctuate
are they are not consistently the same individuals and not everyone is actively working. A
few home health aides have been with Horizons for decades, but that is the exception.
Because home health aides are not full time, but rather pick up hours where they are
available, many aides work part-time or have other jobs. As a result of this turnover, the
personal care offices are always hiring and have full-time recruiters dedicated to finding
and interviewing applicants and scheduling them for training sessions before hiring. So,
there are regularly new faces in the waiting areas of the personal care offices – aides
waiting to be interviewed, or attending a training or new hire orientation. These
organizational differences between the home health care and personal care offices are
also associated with differences in management practices and relationships, discussed
below.
Emotional Labor
Home health care is, unsurprisingly, an industry that relies heavily upon
caregiving and emotional labor. As Stacey (2011) explores in The Caring Self, home
health aides take pride in the emotional support that they provide to their patients, and
this emphasis on selfless caring can be uncompensated and even taken advantage of by
their employers, personal care agencies. In my fieldwork, I too, found that both skilled
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clinicians and aides take pride in their identities as caregivers. This is demonstrated by
the way they talk to each other, and the stories that they tell. But, they are not the only
ones who perform emotional labor and take pride in doing so.
Managers of clinicians and aides also perform emotional labor, both for the
clients they service – often in phone conversations with the person receiving care or a
family member who is coordinating the services – and for the frontline staff. The
relationships that develop between field staff and the managers who coordinate their
schedules and take note of what they report from clients’ homes is at the heart of the
home health care company’s operation. These relationships allow managers to learn
about what happens in clients’ private homes, any changes that may indicate a downturn
in health or request for additional services, and any possible referrals to a different
practice within the company. For field staff, maintaining good relationships with
managers may mean receiving information about a client that is not in their written notes.
For home health aides, especially, who are paid on an hourly basis per client, maintaining
good relationships with managers may translate into being called for more work hours
and more pay.
The emotional labor – small changes in one’s tone, asking about someone’s day,
or expressing gratitude – that facilitates the relationships between managers and field
staff, and between managers themselves, is leveraged at a larger, organizational level. In
each of the offices I observed, the neighborhoods where clients lived were delineated by
zip code and color coded. To my knowledge, this is practiced across the company – that
is, across the country, in each office. Managers often juggle upwards of 60 clients across
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multiple zip codes, and must coordinate the clinicians and aides who travel to make the
visits. In rural areas, the distance across homes is even greater. Maintaining effective
communication between managers and field staff allows managers to cover greater
numbers of clients served (and visits or hours billed). The cost of recruiting, hiring, and
retaining both clinicians and aides is considerable. If each field staff member regularly
makes a maximum target number of visits or hours worked, the company recoups greater
profits with the same number of personnel.
In the following sub-sections, I will give examples of how emotional labor is
discussed and performed by both field staff and managers. I will then show how the
manager-clinician/aide relationship functions day to day, giving examples of emotional
labor in action. I will show how these relationships allow the company to scale up the
business and reduce cost per visit/client. Comparing the home health care office and the
two personal care offices, I will show how emotional labor and management differs in
each context and discuss why these differences matter. Finally, I will show how
technology impacts the process of emotional labor.
Emotional Labor in the Home and in the Office
While never using the terms “emotional labor” or “emotion work,” field staff and
managers on a regular basis rely on this concept to craft their sense of self and the
relationships that they establish with their co-workers. In my observations and interviews,
I found that everyone took pride in expressing how caring they were to their clients and
their colleagues. In one monthly staff meeting held at the home health care office, before
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a group of about 30 people – including the office director, a number of managers, and
fellow clinicians and aides – one physical therapist, Dave, delivered a speech about
paying attention to language. Dave is seated at the large conference table in a windowless
meeting room, where all these staff meetings are usually held. The room is packed. The
staff are seated at the table and against the four walls of the room, their bags and
backpacks filled with equipment and supplies tucked underneath their seats or hanging
off the backs of chairs. Dave, a man who looks to be in his 30s, is dressed in a black polo
shirt with the company’s logo embroidered on the chest pocket. He is seated at the center
of the room. He says:
A couple of weeks ago we were talking about patients, and to me it’s like nails on
chalkboard when I hear patients, people, being described by their diagnosis or
why we’re seeing them, as opposed to their name. Here, we treat people, right?
…I know everyone here is an awesome clinician. You wouldn’t be here if you
weren’t. But you wouldn’t be here if you didn’t care about people. I’m making the
assumption that probably all of us have gotten into our fields because of someone
in our life -- maybe even ourselves -- have been in a situation that motivated us to
help people… [Emphasis mine] I know I’ve been that person where I’m talking on
the phone – and then by the way you’re on speakerphone -- and I’m like, ‘Oh
crap.’ [The group laughs, and several mm-hm’s can be heard around the room.] I
always want to speak like I’m on speakerphone. Because I really care about what
I do. [Emphasis mine]
Dave’s tone is passionate and sincere. As he speaks, several colleagues are seen nodding
their heads. A few others check their tablets or cell phones (clinicians routinely check
their devices to keep track of their visit schedule and their clients, although it would be
hard to say if they were checking personal emails or messages). Dave’s speech, which
has been planned for today’s meeting and is on the meeting agenda, emphasizes the
caring aspect of home health care. His appeal to his colleagues is a personal one, as he
assumes that personal experiences “motivated us to help people.” His suggestion that
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everyone pay attention to and monitor the language they use in discussing clients as
“people” instead of “diagnoses” at work is a classic example of Hochschild’s emotional
labor. “I always want to speak like I’m on speakerphone,” suggests that the clinician or
aide is always “on,” always being heard by the client, their family members, or the
company and its staff. Dave adds, “I really care about what I do,” echoing the company’s
maxims about caring that proliferate on Horizons advertisements, posters, fliers, and even
office décor.
Dave’s speech may seem to be an anomaly, a performance to move the field staff
to provide more attentive service in client’s homes, but outside of the meetings in more
private conversations, clinicians and aides often offer stories to each other about how
much they care, how clients grow attached to them, and how they grow attached to their
clients and their families. These interactions suggest that emotional labor and caregiving
is very much a part of the way clinicians and aides see themselves.
On one afternoon at personal care West, during a weeklong training program
regularly provided by Horizons to new home health aides, eight aides in training are
seated at desks arranged in a u-shape to resemble a classroom. In this windowless office,
the instructor, a white woman in her 60s, is off to one side of the room with two aides,
observing them demonstrate proper technique in making a bed. The other six aides are
seated at their desks, waiting their turns to be observed. They sit with notebooks, paper,
and pens out. They are relaxed and have gotten to know each other earlier in the week.
All the aides in training are black or Latina; most are in their 20s or 30s, and one looks to
be in her late 50s. The aides chat while they wait, and the topic of their caregiving work
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histories comes up, which they discuss animatedly. Amber, a woman in her 20s dressed
in a white button down blouse, tells the others one of her experiences. “I had this lady,
she would not let nobody else do anything for her but me, so if I wasn’t at work, she
wouldn’t get bathed, she wouldn’t… And I had to be like, I can’t come here every day,
I’m sorry but I can’t do that.” “Wow,” Tina, one of the other aides says as several others
nod and listen. Amber continues, “She was 102 years of age, and when she passed away
her family was like you’re like a daughter.” Amber laughs to herself, “She would fight
with her family, ‘Well I’m going home with her [Amber] cause y’all don’t take care of
me right now.’ She was so small and she was so feisty. She used to argue with me all the
time, like ‘Why you got your hair like that?’ Me and her family, we still [in] contact.
Every holiday we send each other cards and I went to her funeral. I was in the obituary. I
was like, ‘Alright. That’s so decent.’ You have clients that fall in love with you and try
and make you their family [emphasis mine].” As Amber says this, all the other aides in
the conversation nod and hm-mm in agreement. “Yes, yes,” one of the other aides says.
Amber notes that the clients “fall in love with you,” but as Amber and the other aides
discuss clients they are fond of, it is clear that they are also attached to their clients and
clients’ families in return. Amber glows with pride as she says “she would not let nobody
else do anything for her but me.” Being depended on and giving is important to Amber’s
identity and other aides in the room seem to relate with ease.
Caring is not simply part of the relationship between aides, clinicians, and their
clients; it is also a feature of the relationship between colleagues and between managers
and field staff. The emotional labor that is performed within the office is recognized as a
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crucial aspect of office culture. It also sometimes produces resistance among the staff.
For example, in an intra-office staff meeting in the home health care office, Johnny, a
white man in his 30s who is a manager, speaks to a roomful of mostly clinicians and
aides on the subject of having a good attitude. Once again, the large conference room is
packed with about 30 people. Johnny has everyone’s attention as he begins by playing a
video clip, an interview with Geno Auriemma, a celebrated college basketball coach.
Johnny says, “Geno is the Mayo Clinic of sports,” to which the room laughs. In the
interview, Geno talks about the importance of players’ body language on and off the
court. After watching the clip, Johnny asks the group what stood out to them. One woman
says, “You’ve got to be who you’re supposed to be when no one’s watching. You’ve got
to be your best self not because someone’s watching you… [But] because internally,
that’s who you need to be.” As she says this, another woman across the room says,
“Preach!” Several people are nodding. Another woman says, “Attitude matters. Because
attitude reverberates in non-verbal communication.”
Johnny goes on to explain his point. He says, “Body language -- patients pick up
on that as soon as you walk in the door. If you’re out of sync with your day, you’re tired,
you’re exhausted, people pick up on body language immediately. …Check your own
baggage at the door. People can even see you in your car. How many times have you
been in your car and someone’s looking out the window waving at you?” As he says this,
he cocks his head to the side and waves in a goofy manner, eliciting laughter. “And
you’re like…” He heaves a dramatic sigh, garnering some more laughs. “So gather
yourself before you even show up to the house. Because the body language plays a huge
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part. Also talking about recruiting the best people [a topic mentioned in Geno’s
interview]… That’s what we have here. You were highly vetted before you got here.
You’re our All-Americans.”
Johnny’s speech, and the comments that followed the video, suggest that
managers, clinicians, and aides are acutely aware of the emotional management that is
required in home health care. Again, the clinicians themselves suggest that they must
always be monitoring themselves even when no one is watching. This level of emotional
maintenance is surprising in the context of personal care, where workers largely work
alone, outside of an office or facility. Clinicians spend much of their time between seeing
clients in their cars, doing documentation on their tablets. It is surprising that in spite of -or perhaps because – there is no unified work site and clinicians and aides often work
with clients alone, each staff meeting usually entails a pep talk about the caring self and
emotional labor.
This emotional labor is, however, met not without resistance. It is also brought
into the office, even when employees are not visiting clients. As Johnny finishes his
speech, Sue, a nurse wearing scrubs embroidered with the company’s logo and looking to
be in her 50’s speaks up. She is black and speaks in English with a Caribbean accent. It is
worth noting that most of the clinicians are white, and all of the aides are black or Latina.
Most of the managers are also white, and all but one of the company directors that I met
in the course of my research were white. [See the section comparing home health care
and personal care for further discussion on race.] She says, “You said one very important
thing, gather yourself before you get in. We cannot forget the fact that we are people. We
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have issues. Family, friends, whatever it is. And so to get to that place where you…
gather yourself before you get in takes some effort. It’s all encompassing. As a part of
Horizons, it’s not just for me what is happening at home. It’s about my schedule. It’s
about what I get from the office. It’s about everything. It’s a total package… It’s easy to
say… Of course we are expected a certain level of commitment, but we must always
consider the person. And your humanity.” Her comments produce a sense of tension in
the room. The room is quiet. She seems to suggest that what Johnny asks for is a big
demand of the field staff. Her words suggest that asking for clinicians and aides to gather
themselves before meeting with clients does not take into account the field staff’s full
“humanity.” In short, asking for constant emotion management is a tall order that does
not account for the whole “person” who has a family, and friends, and issues.
Johnny nods as Sue speaks, and he responds by bringing the office into the
equation of emotional labor. He says in a sympathetic tone, “Everyone here got into
healthcare because you care for people, right? So that doesn’t just mean our patients.
That’s each other. I care about all of you. And make sure all of you are happy, and all of
us in the office, to make sure we all love what we do.” Gesturing toward the managers in
the room, he says, “We’re all here to support you and you’re all here to support each
other. In the office, we have each other to sit next to and talk and vent, or ask questions
to, but out in the field you’re on your own. But don’t ever feel like you’re by yourself,
because if you need to let out some kind of frustration, pull over in a parking lot or
whatever, and tell us. Let us help you.”
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As he says this, Sue’s face is blank and expressionless. It does not seem that her
comment was recognized in the way she may have wanted. At this point, Louise, the
office director, a white woman in her 30s, who has been quietly observing the meeting,
joins the conversation. She says, “We started to consider my office the therapy room!” to
which some chuckle. “So if you ever feel like you need to sit and just let it go -- you
know in the words of Frozen [she jokingly refers to a Disney movie] -- it’s better to do it
with us and have an outlet rather than taking it into the home with the clients. We all get
it. We all have bad days. When you walk in the door, we want to make sure you feel
warm and welcome. We want to make sure you have a home here in the office.”
Louise’s comments and joking tone eases the tension in the room. A few more
clinicians chime in, describing how they are all a team and are committed to supporting
each other. Sue remains quiet for the rest of the meeting. This interaction suggests that
while emotional labor is central to the work in the industry, it produces tension. Some
may feel that it is a great demand. Johnny and Louise’s focus then on the office staff –
that is, the managers – supporting the field staff and performing a kind of emotional labor
for their own colleagues serve both as a means of redirecting and stifling the initial
critique that Sue offered, and also as a recognition of the role of managers to perform
emotional labor on field staff in order to boost their productivity. Whatever Sue felt, she
was silent for the rest of the meeting as others talked about mutual support. After the
meeting, I could not find Sue to ask her what she thought happened or how she felt.
These situations highlight the prominent role that emotional labor plays – for
better or worse – in home health care, not only among the clinicians and aides, but also
78

among office managers. The caring self that Stacey describes is invoked not only by
aides, but also but clinicians and the entire office. Furthermore, short of naming the
process, the managers, aides, and clinicians are all familiar with how important emotion
management and emotional labor is to their work in and outside of clients’ homes.
How Emotional Labor Greases the Wheels
In home health care, clinicians and aides are rarely working alone, despite making
visits in clients’ homes. Clinicians and aides regularly check in with managers, and with
each other, to supply information about clients’ health statuses, or simply confirm their
work schedule for the week or seek more work hours. These opportunities to talk to
colleagues are also an opportunity to release stress and get a second opinion. For
managers, interactions with clinicians and aides are opportunities to obtain information
about clients and their families, people they often do not meet in person. With the
information provided by direct caregivers, managers then confer with family members,
often a husband or wife, son or daughter, to discuss clients’ care and health.
In the home health care office, clinicians, aides, and managers are divided into
smaller teams who meet once a week to discuss their shared clients’ status. This is an in
person meeting with an opportunity for clinicians to raise concerns or discuss problems
with clients. Sometimes, the clinical aspect of the meeting blurs into what seems like
venting. In one clinical meeting, Claudia, a speech therapist who looks to be in her 40s,
sits with her group of nine colleagues in a conference room one morning, and begins by
saying, “Since we’re on… Can we throw out Janine?” The group had been discussing a
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different client, and to me, it was not apparent how this new subject was apropos. It
seemed Claudia had Janine on her mind. As Claudia mentions the name, several people in
the room groan. Claudia continues to explain that Janine fell again earlier in the week.
“She seemed more… The dates are all off. She kept telling me, well, this happened last
week. And I’m like, Janine, you told me about this the day before I went on vacation,
which is three weeks ago. I just, I just don’t know where we’re going with Janine. She
was just recerted.” [Re-certification refers to a client receiving another 60-days of care
from the team, paid for by Medicare.] Claudia continues for another minute, describing
the fall that the client had had, the way the client recounted the fall to her, and the other
factors in the client’s life (“she’s got a lot of doctors that she’s juggling around”). Claudia
continues to say several times, “I don’t know,” “I’m just not sure,” and “I don’t know
where I’m going to go with her.” The room is mostly silent. At some point, Lori, a nurse,
says, “I swear the meds have something to do with it…” to which Claudia responds,
“That’s why she needs a social worker.” She turns to Katie, a social worker on the team,
“Did you see her today?” Katie says not yet. This conversation, with mainly Claudia
voicing her concerns, carries on for over ten minutes. In the final discussion, the team,
along with the manager, agrees that Katie will go out to see the client, and that they may
need to refer the client to a facility which can provide other services that are more
appropriate.
These kinds of interactions happen regularly in clinical meetings. In a situation
like this one, several exchanges are happening at once. Claudia is both sharing her
clinical assessment of the client and asking for a second opinion from the other clinicians
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who have seen the client, and she is speaking to obtain social support from her
colleagues. Claudia’s refrain of “I don’t know” and “I’m not sure” implicitly asks her
colleagues to help her make a determination and/or join her in the assessment. Lori’s
brief comments suggest to Claudia that she is not alone in her observations. Finally, this
is also an opportunity for Claudia to be heard. Clinicians like Claudia work in clients’
homes and out of their cars as they drive around the city and suburbs. Meetings such as
this one are an opportunity to vent, as much as it is an opportunity to share information,
such as a client’s declining health. The more comfortable that a clinician or aide feels to
vent to her colleagues and managers, to express the “I just don’t know” feelings, the more
information is offered. In this case, the client may need a referral to a different facility. If
this is a service the company provides in another practice division, the manager could
refer the client to another division within the company, thereby keeping the client’s
business for a longer period of time.
Opportunities for managers and field staff to provide emotional support or
exchange information happen throughout the day outside the clinical small team
meetings. Managers are regularly on the phones, which ring throughout the day. The
phones seem to ring every five or ten minutes, if not more on busy days. One morning,
around noon, Leslie, a manager in her 40s, is sitting at her cubicle taking calls. The phone
rings and she picks up, delivering the usual greeting, “Horizons Home Health Care, this
is Leslie speaking. Can I help you?” After a pause, she says, “Oh, let me find out what’s
going on. Can I have your last name? [a pause] Your last name. Alright, let’s go look this
one up.” Her tone is sing-song and friendly; it reminds me of a kindergarten teacher.
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After some back and forth, and checking on her computer screen, she says, “I don’t think
you are getting an HHA [Home Health Aide] with us. Do you have an aide with another
office? Let me find out. Let me get in touch with the nurse in charge of your care, Don –
a gentleman. Let me give Don a call, ok? You’re so welcome. Bye bye.” It is common for
clients to call the office and speak with a manager when they need to get a hold of one of
their caregivers. (In home health aide training, aides are instructed not to give clients their
personal cell phone numbers, but in interviews, I learn that clinicians and aides
sometimes do it anyway.) It is understandable that with a team of nurses, aides,
therapists, doctors, and other caregivers, clients sometimes lose track of who they may be
seen by and when.
About ten minutes later, Leslie makes a different phone call, this time, to a nurse
in the field. She says, “Do you have a better idea of a time for this new eval? [New
evaluations means the office is taking in a new client. New evaluations are typically
performed by a nurse.] Ok. She [the client] seems anxious about it, and she’s calling back
again, so I’m just going to talk to her directly, ok? No it’s ok. If you give me a range
between three and four… Alrighty. Thank you so much.” Leslie’s tone is even keeled and
polite on the phone. A moment later, she calls the client and tells her that “Jodie says
between three and three thirty.” She ends the call saying, “You’re so welcome. She’s all
set for ya.” Leslie, like all managers, is the medium between field staff and clients. Like
all of the managers I observed, Leslie’s tone was generally monitored, even-keeled, and
even sweet. (In the company’s guide to employees, one of the suggested to do items is to
“let your smile be heard on the phone.”) Of course, managers’ careful emotional affect
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with clients and their families on the phone is understandable. They constitute the
business. However, their interactions with field staff must be equally measured and
managed. Field staff supply valuable information to managers about clients’ health status
and family life. They can also make life difficult for managers if they refuse to pick up
shifts, check their tablets on which they receive notices, or work with others on the team.
Therefore, the manager, like the caregivers who make visits to clients, is also always
performing an emotional service.
In personal care, this is similarly the case for managers. Diane is a manager in her
40s. Like Leslie, her job requires her to take phone calls throughout the day. In the
personal care East office, she juggles mostly clients and home health aides. One morning,
as she sits in her cubicle, which features a view of the city skyline, she is making phone
calls. She says, “Hey, how are ya? Listen, Teri called out today, and they called in an
aide, but they can only stay until 5… Are you getting out early? Oh ok. Can you go in?
Ok. Oh, I gotcha. Thanks, I appreciate it. Bye, doll.” Diana is trying to find a last minute
replacement for an aide who has called in sick. Her tone on the phone is characteristically
familiar and warm. She regularly refers to aides as “doll” or “babe,” which she
occasionally uses with clients as well. I do not interpret this as a sign of disrespect of
aides; rather she sounds genuine. (I cannot confirm if the interlocutor feels the same
way.) Diane’s tone is an important part of her job. It allows her to establish a relationship
with aides she does not see in person in the office, so that she can offer them more work
hours of obtain information about clients. For example, after learning that the aide she
has called cannot take the open shift, she calls another. She says, “Hey, how are you?
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Good, good, you go first and then I’ll go.” She laughs, and pauses. “I do. Actually, you’re
close to Green Meadows [a neighborhood], right? I got a really nice new client. It’s just
gonna be a couple of two hours so at least it’ll replace your 8a to 11a…” After some
discussion, in which the aide says that she likely cannot work this Friday, Diane says,
“Ok, how about I plug you in for tomorrow. If you figure out if you can go this Friday,
you can let me know later… Do you want me to email it to you babe? Is that easier? Ok.
Yeah, she’s in her late 60’s, very, very, nice, totally with it. Ok, so I’ll email you and
you’ll let me know about Friday. Thanks, Tanya.” Diane needs to fill an open spot in a
client’s schedule, and she thought of Tanya since she lives within easy commute of the
client’s neighborhood. Diane’s conversation with the aide is familiar, and she seems to be
“selling” the client, telling the aide how “really nice” and “totally with it” she is. Aides
can refuse to take a client because of distance or difficulty. For a number of reasons – low
pay, competing commitments, other jobs – aides are difficult to retain in personal care,
and Diane’s job is to make sure she staffs aides with her clients. I later ask Diane how she
keeps all of her aides and clients straight. She says:
It’s an art. You just have to, you know… Some people are really good at it and
some people suck. This – seriously – this, if you ask anybody, is the hardest job
in the company [emphasis mine]. If you have a big case load, which I do have, it’s
just a matter of keeping it in your head.
Other managers I ask have suggested that it helps with have a computer system with a list
of open clients’ names and addresses, but this does not fully answer my question. In the
home health care office, the teams are smaller, and the software system that they use is
more advanced. In the personal care office, which relies on an older software system and
often still ink and paper, managers must schedule aides with clients, factoring in zip code,
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hours available, skill level and clients’ need. With a shifting array of aides and clients,
keeping these schedules in one’s head is a challenge. All the more so, Diane and
managers like her rely on good relationships with aides to obtain information and
smoothly schedule visits.
Good relationships between managers and aides are also important to recruiting
and retaining aides in the company. Like other agencies, Horizons experiences challenges
to recruiting and retaining committed aides. Aides often work for multiple agencies or
work multiple jobs outside of personal care at once. Many applicants in the process of
applying for the job never show up for even the initial interview. Shadowing one of the
recruiters in the personal care East office, I noticed that even one out of five applicants
making it to the office for their in-person interview was considered a good day. “No call,
no shows” are normal. Therefore, it is important to retain aides who are recruited.
One day at lunch time, during a home health aide training at one of the personal
care offices, six aides are seated in a windowless conference room around a large
conference table. They are gathered for a pizza lunch. Two large boxes of pizza are open
on the table, along with two bottles of soda, and a stack of paper plates and napkins. The
aides are at ease, laughing and joking with each other around the table, a departure from
the quiet formality of the classroom in which aides raise their hands to answer questions
and take turns reading from their training handouts. As they talk among themselves, one
of the managers, a black man in his 30s, walks by the doorway of the conference room.
One of the aides, a young black woman in her 20s, spots him walking by and looking into
the room. She laughs and calls out to him, “Why you peepin’ like that? You walk by like
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this!” She gets up from her chair and demonstrates an exaggeratedly stealthy walk with a
poker face and shoulders hunched over. The others around the room laugh and Chris, the
manager, laughs too as he walked into the conference room. “This one bothering you?”
he jokingly says to me, seated in the corner of the room. “Let me know if she’s bothering
you.” “I ain’t bothering,” the aide responds, smiling. “You got some pizza?” Chris
continues, addressing the other aides in the room. He puts a hand on the back of one of
the tall office swivel chairs in which one of the aides is seated. His body language is
casual and friendly. “How you feelin’? Good?” The aides smile and nod. Tina, a black
Latina in her 40s, jokes with Chris, “You didn’t bring us Redbull today, what happened
with that?” She says to me, “Yesterday, he bought us Redbull because on Tuesday he saw
us sleeping like this.” She slouches in her chair with eyes half closed, miming a tired
person in her seat. Chris laughs. The day before, Chris bought cans of Redbull energy
drink for everyone in the morning. Because the trainings last from 8:30 am to 5 pm in a
windowless office room with few breaks throughout the day, days are long, particularly
for aides who travel long distances to the training and work other jobs outside Horizons.
Others in the room joke that by 3 pm they were already crashing. “I should’ve got you the
sugar free one!” Chris jokes. He continues asking, “Everything good ladies?” Chris asks
several times how the aides are doing, how they’re “feeling.” As a manager, making sure
aides “feel” good at Horizons is important to recruiting and retaining employees.
How Emotional Labor Produces Economies of Scale
Emotional labor is central to the caregiving relationship between field staff and
clients, but also between managers and field staff. It is what allows the company to scale
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up its services and thereby reduce its costs per visit or per hour of care. Here, interviews
with directors prove useful to understanding the company’s business. In the home health
office, where Louise is a director, the bulk of payments come from Medicare for shortterm, episodic, skilled care (nursing, physical therapy, some home health aide services,
etc.). Clients are often received from a hospital or facility, and within a day or two, they
must be seen by a skilled clinician, generally a nurse, for a “start of care” or “evaluation.”
Medicare reimburses at a set rate, so for Louise to run a profitable office, she must ensure
that her clinicians and aides are optimally productive.3 Louise explains that clinicians are
paid on a point system with a set salary, whereas aides are per diem:
When they get hired… they have a salary requirement, and so we have to think
about the need, like for a nurse. The nurse typically does 30 points a week. If they
have no home health experience, I’m going to bring them in at $40/visit. So I’ll
give them that $1200 a week in income. So basically, the point system is, one
point for revisit, two points for start of care or admission, because the
documentation is more, and if you’re doing a resumption… – a resumption is
when you come out of the hospital you’re redoing all of the paperwork [and]
you’re keeping them for another episode that is 60 days -- that is 1.5 points…. So
if you’re at $40 and you’re doing an open, you just double that. So you get $80
for that start of care.
She continues:
Whether or not they [the clinicians] get those points, they see those clients, we’re
guaranteeing them that weekly salary… And that’s why keeping them productive
is one of the biggest challenges that the team and I face… [Emphasis mine] I
mean, people miss visits – have doctors’ appointments those kind of things –
those are going to come up. It’s the nature of the business. But then there are
people who just don’t want to do their full commitment. They’re in their mind
saying I’m going to get $1200 whether I see my 30 clients or not, so why don’t I
give myself an easy week? And you got to pick that up sooner or later.

3

At the time of this writing, the national, standardized 60-day episode payment rate for agencies that
submit Quality Data was $3,039.64. For more details, see (Centers for Medicare and Medicaid Services,
2018).
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Louise reports that she has more clients who need to be seen than she has clinicians to go
around:
We want to see everybody within 24 to 48 hours. Right now we’re at about a 72
hour, depending on the day… That’s not ok. Right there that tells me that we
don’t have enough people… The goal is to keep everyone on their productivity
[emphasis mine]. You’re going to have people that go over… You can either hire
[another clinician], or you can take a look at your general area and start shifting
people. So you can say, I see we get a lot of referrals in this zip code, or we can
run that as how many clients are in our specific zip codes, and so we can see this
is a common area. I might need one person there, I might need two.
Louise’s challenge is that she faces a demand for home health care (“I probably need like
three [nurses] immediately. Like yesterday” she says at one point in the interview), but
does so with a shortage of clinicians. Furthermore, she must ensure that all of the
clinicians are working their full schedule – no more, and no less. If they work less, then
she is paying them a full salary, but the reimbursement rates from Medicare are set. If
they work more, she is paying for overtime, and would rather shift clinician’s zip codes,
so everyone is working their 30 points, or she needs to grow the office and hire more
clinicians. At the optimum level of productivity, the more managers can schedule
clinicians to see clients throughout the week, the lower the cost per visit/hour becomes
(because of Medicare’s fixed rates) for the company. Furthermore, as the company
expands its range of health care services, the greater likelihood clients stay with the
company over a longer period of time (possibly from short-term episodes until hospice
and palliative care).
To reach the target productivity, emotional labor on the part of managers is
essential. Nursing shortages (Juraschek, Zhang, Ranganathan, & Lin, 2012) mean that
clinicians can go elsewhere if they do not like Horizons. Horizons’s pay is not higher
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than other companies. A “home here in the office” as Louise mentioned in one of the
staff meetings is an essential part of the company’s efforts to scale up and keep costs per
visit low. While the company cannot manage clients’ moods and range of issues, it relies
on managers’ management of their own emotional affect to recruit and retain clinicians
and aides.
Louise’s home health care office offers a different service from the personal care
offices that provide mostly companion care, performed largely by home health aides.
Over in the personal care offices, directors face the challenge of recruiting and retaining
home health aides. John is a director of one of Horizons’s personal care offices. John’s
office receives its payments from Medicaid, which pays not for episodic care, but rather
for non-clinical, long-term care.4 John says:
In this pure Medicaid space that we live in, frankly… It’s almost like the Wild
West… And to be honest with you, we’re competing against McDonald’s and
Walmart for employees and we’re up against it because of our reimbursement
rate, which is $19 an hour -- and that’s the same for all of our competitors
[emphasis mine]. You know we’re a large company and we have probably more
overhead than a small mom and pop operation would, right or wrong, so we have
secret shopped and we start people at $9.25 and we know that that’s the low end
[emphasis mine]. Some of our other competitors are paying $10, $11. With this
population, it’s hard. So we try to create just a wonderful experience that people
won’t want to leave [emphasis mine]. And also just hours. You know, you can
have an $11 an hour pay rate but if the office isn’t giving you any work then it
doesn’t matter.
With a set reimbursement rate from Medicaid, and an uncompetitive hourly rate set by
the company, John recognizes that in order to attract and retain home health aides, his
office must “create just a wonderful experience that people won’t want to leave.” This

For a discussion on the long-term care crisis in the US, see Robyn Stone’s Long-term Care for the Elderly
(2011).
4
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emphasis on experience is synonymous with emotional labor on the part of managers,
who are, apart from clients, the people aides interact with on a regular basis.
While the hourly cost of aides starts at $9.25, in actuality, the company has more
labor costs than that alone. Recruiters are retained on an ongoing basis to bring in new
aides because the turnover rate is so high in the industry. John says, “We are always
hiring.” He describes the recruiting process:
Three weeks out of the month we do these trainings. We have 8-7 people in each
training. It’s led by the clinical educator, which is an RN [Registered Nurse]. At
the end of the 40 hour training they get a Horizons certificate which says they
have completed the course. It doesn’t get you any farther than that, and then after
that they do the orientation and they have to do the demo [of skills]… So, they do
that training, we have to do two professional references, which, a lot of people
come from fast food or retail. We get those. We run the background check on
everyone.
After this process, aides can begin to start working with clients. So, the company invests
in recruiting and training aides before they even start to work and earn a paycheck, and it
has an interest in seeing a return on its investment. While aides are paid hourly, and most
of the time do not receive benefits through the company, the company also has a financial
interest in seeing them work 40 hours a week. Over 40 hours per week, aides begin
making overtime, which is not profitable to the company.
Directors are very attentive to recruiting and retaining aides, and maintaining and
growing productivity in their offices. Another director of personal care, Angela, describes
the pressures that she faces as an office director. She says, “The powers that be [directors
above her] come to you, and say, ‘You’re not meeting your mark, you’re not meeting
your goals, you’re not hiring enough people, your revenue is not high enough, your gross
margin is too low, what are you spending your resources on?’” These pressures have her
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constantly focused on “the decimal points.” When I ask her how she manages to meet
those decimal points, she says, “Sometimes I don’t. That’s the God’s honest truth. There
are times when, right now, moving into the last month of the third quarter of the year, my
recruiting numbers [recruiting aides] are in the toilet. They’re not where they should be,
where they need to be. There’s a weekly push at that, so, ‘What are you doing? What are
you doing differently? Can you get people in there?’” We discuss ways to solve this
problem and “get people [aides] in there.” I bring up the Fight for 15, a labor movement
calling for a $15/hour wage for service workers, and ask whether she can pay aides more
to recruit and retain workers, and be more competitive than other agencies in the industry.
She says, “We would all love it. I would love for people to get that amount of money
because… what they do and what they become to these clients, is unlike anything else…
[But] We won’t make a profit. So the unfortunate part is… we would be out of business.”
Alternatively, since home health aides across the industry vastly work at a per diem rate,
without regular, predictable work hours, I ask whether she could guarantee work hours
per week. She answers, “Without a doubt [it would be an incentive].” But what prevents
her from implementing this is, “Not having enough cases. Not having enough people to
take care of, or not having enough hours that could justify 40 hours a week for upwards
of 170 active employees on our roster.” Given these challenges, Angela struggles to
recruit and retain aides for her office, a struggle that is documented across the industry.
She explains that often, five or six home health aide applicants will be scheduled to be
interviewed in one day, only to not show up with no notice.
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Angela tells me of one exception that she knows about, in another Horizons
personal care office in a different region of the city. This personal care office operates in
a suburb of the city and employs an especially “charismatic” recruiter, a woman who
once worked, herself, as a home health aide. Angela says that instead of greeting aides as,
“Ms. Jones,” this recruiter has a more colloquial demeanor. “Maybe bring it down a little
to an interpersonal… And not as proper and professional…” Angela says, “Maybe
they’re [aides] ok with just being called Sarah, and I don’t know… This person [the
recruiter], She is just charismatic, and an amazing personality. When she’s on the phone
with a candidate, she’s like, ‘Hey girl!’” Angela laughs. I ask Angela if this recruiter is
bringing in the numbers. “She is!” Angela exclaims. She continues, “I don’t know if I can
do that. Part of me feels like, ‘Ooh, is that disrespectful for me to be like, hey girl, hey
sweetie, hey honey?’” She laughs again. “I just don’t know if I have… It does work for
her. I don’t know if that’s part of it.” Angela says that according to this recruiter’s office
director, they have no problems with hiring and retaining aides; aides regularly show up
to their interview appointments. “Her director said to me, ‘It’s almost as if they don’t
want to disappoint her by not showing up.’ Wow.” I did not shadow managers in this
other office, so I cannot report on the recruiter’s interactions with aides and how effective
it was at hiring and retaining workers. It is, nevertheless, important to note that Angela,
as an office director, recognizes the power of “charisma” and “interpersonal”
relationships between managers and aides. By saying, “I don’t know if I can do that,”
Angela grapples out loud with emotional authenticity. On the one hand, she recognizes
that this performance of intimacy – calling applicants, ‘Hey girl, hey sweetie, hey honey”
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– may be effective for the business; on the other hand, she feels discomfort, saying it does
not seem appropriately respectful for herself. This example highlights how, given the
challenges of maintaining and growing profits in personal care, office directors are
thoughtful about the role of managers’ emotional display with aides.
Aides and clinicians differ in a number of ways, but in this one way, they are
similar. In the eyes of the company, both aides and clinicians must meet goal
productivity. The more visits and hours they work, the lower the cost per visit or hour,
because of the strict reimbursement rates set by Medicare and Medicaid, and the
company’s hourly rate for private pay clients. In this way, the company can achieve a
kind of economy of scale by growing the caregiving services provided while managers
juggle the clinicians’ and aides’ complex schedules. In order to do so, managers must
perform emotional labor on field staff in ways similar to the emotional care given by field
staff to clients.
Comparing Aides and Clinicians – Interactions and Inequality
Keeping home health aides and more skilled clinicians as committed and
productive as possible is critical to the profitability of the company. To do so, managers
perform emotional labor and must be attuned to relationships with the field staff.
However, managers’ relationships with staff vary by aides and clinicians. Across the
country, home health aides are disproportionately non-white women and/or immigrants.
In the Horizons offices that I observed, aides were entirely women of color, mostly either
black and/or Latina. As I observed day-to-day activity in the personal care offices, I on
rare occasion would see a black man in scrubs stop by the front desk to drop off his
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timesheet. Since the personal care offices employ home health aides, it would be a good
assumption that this is an aide. I never once, of the dozens of aides I saw, noticed a white
man or woman. It is likely that Horizons employs white aides, but they are a minority.
The racial make-up of aides may well reflect the pool of low-wage service workers in the
city where I conducted my observations. Had I been conducting observations in the rural
Midwest, or a Southwestern city, the demographics are likely to differ. In contrast,
clinicians in the home health care office consist of nurses, physical and occupational
therapists, social workers, and other skilled caregivers. These clinicians are majority
white, although some are also black or African American, Asian, and/or Latino/a. The
majority of clinicians are women, but it is not uncommon to see male nurses or physical
therapists. At the home health care and the personal care offices, the majority of
managers are white, and in most offices women are the majority but there are several
male managers. These demographics within Horizons is consistent with current and
historic patterns, in which white women supervise women of color at service and caring
jobs.
In addition to these demographic differences between aides and clinicians in
personal care and home health care, aides and clinicians also have substantively different
work experiences. As discussed earlier, aides are paid about $9 to $10 an hour, often
work multiple jobs, and are paid on a per diem basis. They cannot count on regular work
hours from Horizons and typically do not receive employer-based benefits. They cycle
through different agencies regularly as a result. In contrast, clinicians are paid an annual
salary based on their credentials, skills, and work experience, and then expected to
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regularly accrue client visit hours based on the point system described by Louise. They
receive employer-based benefits, and depending on the individual, they make $40/hour if
not more.
In my observations, aides and clinicians also have very different relationships
with their managers and with each other. Because aides are not full time employees and
often work multiple jobs at different agencies or even outside of personal care, they do
not have as many opportunities to build regular relationships with their supervisors and
co-workers. After hiring and training, aides communicate with managers by phone,
mostly to schedule visits or to call in if there is an issue of concern. The phone
conversations are usually only five to ten minutes; although, if there is a serious clientrelated health concern, the discussion could be longer. The only in-person interactions
that aides experience with Horizons are a one-time job interview; one-time training; and
brief, occasional visits by a nurse supervisor at the client’s home (in my shadowing of
these visits, they were drop in conversations that supervisors have with clients and aides,
which rarely last beyond half an hour, since nurses must then travel to other sites to see
other clients). Beyond this, aides may choose to submit their paper timesheets, due
weekly, in person at the office. The benefits are purely social, as aides could drop off
their paper timesheets in a submission box in the lobby of the office, or submit their
timesheets by mail. By stopping into the office, aides say hello and have face time with
managers at their desks. In one aide training, managers encouraged aides to stop by in
person to develop relationships. However, given that aides typically work several jobs
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across a large city, traveling to the downtown office to say hello and submit a timesheet
can be difficult.
In contrast, clinicians have many opportunities to develop relationships with
managers with their co-workers. Although they travel across the same large city visiting
multiple clients in clients’ private homes, they have weekly and monthly staff meetings in
the home health care office, where they discuss in large and in small groups the goals of
the office, and the health statuses of their clients. They work with fellow clinicians as part
of a team, communicating with their teammates on a regular basis, as demonstrated in the
example with Claudia, the therapist. At monthly staff meetings, there is always a large
breakfast spread with coffee, pastries, and fruit for the clinicians. Over breakfast,
clinicians share information about clients they are seeing, or ask managers for medical
supplies they will need on their visits.
One morning, during a team meeting, five nurses are seated around a large
conference table in a sunny office. They are gathered to participate in an exercise on
infection control in home health care; it is a refresher course that the managers, Johnny
and Leslie, are conducting for all the field staff. Johnny and Leslie are at the front of the
room, at the head of the table, preparing paper documents and supplies for the exercise. A
couple nurses are still getting settled in their seats around the table. One nurse, Jean, a
white woman in her 60s, turns to another nurse sitting next to her, Danielle, a black
woman in her 40s, and says, “You brought your bag?” Her tone is casual and familiar.
Danielle looks confused, “I didn’t know…” she begins. Jean interjects, “If you would
have answered your phone when I called you this morning…” “To bring my bag?”
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Danielle asks. “Yes,” Jean says. “I can go get it,” Danielle says, laughing. Her tone is at
ease. Jean asks Danielle whether she brought her bag (clinicians all have large bags for
medical supplies and documents, which they bring to clients’ homes) today because the
infection control exercise includes a demonstration on how to properly close and store
bags in clients’ homes to reduce the spread of infection. Jean and Danielle’s interaction is
friendly. They seem to be at ease with each other. Jean is offering Danielle useful
information about being prepared for the meeting at work. As Danielle says, “I can go get
it,” Jean turns to Leslie, who is standing at the head of the conference table, her head
down as she prepares materials for the exercise, and says, “Can she use my bag? She
didn’t answer her phone when I called her this morning.” Leslie nods. A minute later,
Jean says to Leslie, “Did we get the gloves? McKesson, look on McKesson.” Leslie is
still walking around the head of the conference table laying out papers in piles. She does
not respond right away, and after a moment, she says in a playful manner, with a small
smile, “When I don’t have fifteen people askin’ me for something…” Jean responds in a
sing-song voice, “Les-lie..,” she continues, “I asked you because you know what the hell
I’m takin’ about.” She laughs as she says this. “I do, I do,” Leslie responds nodding, “I
have to order from McKesson, I’m pretty sure.” The interactions between Jean, Leslie,
and Danielle are all familiar. While Leslie may find Jean’s questions distracting as she
works on other tasks, her interactions with Jean are relaxed and casual. Leslie feels
comfortable saying, “When I don’t have fifteen people askin’ me for something,” and
Jean is comfortable in this setting saying, “You know what the hell I’m takin’ about.” In
the home health care office, interactions appear causal. They are representative of
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relationships between people who see each other often, and who feel comfortable around
each other. Although conflicts do arise in the office between co-workers and between
managers and field staff, overall, relationships are familiar.
In contrast to this casual interaction, interactions between home health aides and
office staff in the personal care offices can be more formal. Again, aides do not see
managers in person on the regular basis that clinicians see managers. When aides do visit
Horizons’s offices in person, it is often in the initial hiring and training process. These
meetings are much more formal. During one interview with a home health aide applicant,
Ruth, a recruiter, a white woman in her 60s, is seated at a table in a small meeting room
across from an aide, Yolanda, a Latina woman in her 40s. Yolanda is wearing a blue
blouse. She sits up straight, her hands folded on the table in front of her. She is meeting
Ruth for the first time. Ruth reviews Yolanda’s application on a piece of paper in front of
her. She says in a matter of fact tone:
“So what we’re going to do is basically go over the paperwork and ask you about
your experience.”
“Ok, thank you,” Yolanda says.
“So this is more for me than for anybody else… You have here that you have
cashier or cashier equivalence…” Ruth states.
“Cashier,” Yolanda says.
“Actually you can just put it right there,” Ruth points to a portion of the paper
application and Yolanda writes something down and hands the paper back to
Ruth. “Everything else is… Ok perfect,” she says scanning the document.
“Alright, so you have a lot of availability.”
“I do,” Yolanda says.
“And you’re ok to geographical… Where you’re open to work?”
“Yes, I’m pretty open…”
“Ok. And you’ve never worked for Horizons before?”
“No.”
“Alright, and you were working for Comfort at Home [another agency]?”
“Yes, um, actually I am still active there…”
“Ok.”
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“But there’s no work.” Yolanda means that there are no hours for her right now at
Comfort at Home.
“Ok, so you started with them about a year or so ago?”
“I have.”
“Tell me a little bit about the clients that you’ve worked with.”
Yolanda talks about an elderly woman with dementia that she worked with for many
months before the woman moved away to be closer to her family. This is the first time in
the interview that Yolanda has an opportunity to talk about her experience at some
length. At the beginning of the interview, Ruth spends several minutes looking over
Yolanda’s paper application, and confirming facts, which Yolanda responds to with brief
yes or no answers. Ruth’s tone and manner are formal. In response, Yolanda, too, is
reserved. This interview style reminds me of the interaction between a doctor and a
patient. Ruth, as the recruiter, is a person in a positon of authority, in relation to Yolanda,
the job applicant. This relational interaction is extremely different from the casual
interaction between Leslie and Jean, in the previous example.
Home health aides, compared to clinicians, have far fewer in-person interactions
with managers and colleagues in general, and more interactions in which they are
approached by managers or recruiters who emphasize their positions of authority. On the
first day of a home health aide training, the instructor, a white nurse in her 60s, asks the
eight home health aides in the classroom to address her as “Ms. Barbara.” She addresses
the aides by their first names. The aides are all black and/or Latina, and they range from
their 20s to their 50s. Some have already had years of experience in caring for seniors or
nursing home care. From the start, this emphasizes Ms. Barbara’s authority in the room,
relative to the aides. That she is a white woman, a nurse, emphasizing her authority over
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black or Latina women with fewer credentials is reflective of a long history of racial
inequality in care work. Ms. Barbara conducts class in an affable but formal manner. She
stands in front of the aides, before a white board, as the aides are seated at desks arranged
in a U-shape. As she speaks, the aides are mostly quiet and listening. Throughout the day,
some take notes, some nod or otherwise respond to the class content, and I see some
occasionally drop their heads as they fall asleep, or furtively check their cell phones,
which are not allowed in the classroom.
Ms. Barbara begins by having the aides take turns reading classroom rules aloud
from a handout. The rules include timely attendance, using the bathroom during breaks so
as not to leave during the class sessions, and taking turns to speak. After each aide takes
her turn reading a rule out loud, Ms. Barbara delivers a lecture. For example, one of the
aides reads, “No smoking, gum chewing, obscene language, conversations or disruptive
behavior.” Ms. Barbara adds, “Yeah, so the biggest thing we’ll probably have to fight
here is, we’re excited about what we’re talking about. It’s so interesting. Usually we’re
discussing a quiz result or something, and two or three of you will start [she imitates
muffled whispers]. It’s distracting for everybody. Just share it with everyone, ok? We
don’t want to compete.” She then moves on, “Alright. My all-time favorite. Next?” The
next aide reads out loud, “All cell phone volume should be turned off, on vibrate, and out
of sight. No sending or reading texts in the classroom.” The first hour of the eight hour
training on this day is devoted to going over these classroom rules. During a lunch break,
several aides, out of earshot, complain to each other that they find the class too long and
boring, and that the material can be made briefer. Interactions like this one would be out
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of place in the home health care office, where most of the field staff are not aides but
clinicians who are managed by other clinicians or non-clinical managers. These
interactions, where formality, managerial authority, and hierarchy are emphasized, is very
different from the more casual, familiar interaction between Jean, a nurse, and Leslie, one
of her managers who is also a nurse.
Of course, as previous examples show, aides and clinicians alike experience
interactions with managers that are marked by casual, playful, friendly, and joking
attitudes. In fact, the emotional labor that managers perform is premised on a relationship
with field staff that is, or appears, familiar. It is difficult to imagine someone saying,
“Hey babe,” or “How you feeling?” to a person with whom they have a strictly formal,
authoritarian relationship. I call attention to these differences between aides’ and
clinicians’ experiences not to wholly differentiate between the two. After all, managers in
home health care sometimes express formal authority over clinicians, and managers in
personal care sometimes have casual, informal interactions with aides. I call attention to
these examples, rather, to suggest that due to racial and ethnic differences between
managers and workers, occupational hierarchies and inequalities within home health care,
and unequally distributed opportunities for face-to-face interactions and relationship
building in the office, aides are faced with more reminders of formal authority in the
organization compared to clinicians. Their relationships with managers and office staff
are more distant and more subordinate. This limits the opportunities for familiar
interaction and emotional labor, which is important to recruiting and retaining workers
and making them meet their target productivity.
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Technology, Documentation, and Managerial Relationships
In healthcare, there is a great deal of paperwork. In both the home health care and
the personal care offices, aides and clinicians must document what they do, when they do
it, and for whom, on a per visit basis. This emphasis on documentation and record
keeping, which is true across healthcare, is important in a business where maintaining
good records allows offices to retain their license to practice and to bill insurance
companies and Medicare for reimbursement. Record keeping is critical to the
bureaucratic demands of modern day healthcare systems.
In the home health care office, clinicians and aides use company-provided tablets.
The field staff carry these tablets on the road as they visit clients in their homes. The
tablets give field staff their daily schedule; allows them to record when they began seeing
a client and when they ended the visit, what they did with the client, any notable changes
in condition; as well as make notes for other clinicians and fellow caregivers to read so
that they are kept informed of the client’s health status. New hires in the home health care
office undergo several days of onboarding training, which includes going over how to use
the tablets. Information on the tablets are shared with managers, who access this
information and send field staff documentation from their desks in the office.
In the personal care offices, aides use paper forms to document their visits and
activities. The aides must complete a weekly timesheet, indicating which client(s) they
visited, when they arrived and left the home, what activities they performed (bathing,
laundry, meal prep, etc.) as well as documenting any notable issues regarding the client’s
health or living situation. These timesheets, a single page in length, are submitted weekly
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either by mail or in person in the personal care office. Once they arrive in the personal
care office, they are reviewed by nurse supervisors and managers and filed in the client’s
binder. Walls of filing cabinets in the personal care offices house former and current
clients’ binders. Meanwhile, each client receives a care plan from a nurse when she
begins a case with Horizons. This plan of care is kept in a folder in the client’s home,
which aides can refer to during their shifts.
Directors and clinicians are generally sanguine about tablets and electronic
devices for documentation. This mode of documentation reduces paper files, and allows
for instant sharing of information among clinicians and between clinicians and managers.
In the personal care offices, week after week, I observed crumpled and stained timesheets
smoothed out and collected on the desks of managers. I witnessed managers trying to
make out aides’ handwriting on the papers. I also witnessed managers call aides to ask for
their timesheets, and aides calling in concerned that they were not paid for their week’s
work because their timesheets were misplaced and never made it to manager’s desk.
Tablets that record field staff’s documentation and share it instantly with the managers
certainly reduce these issues, but in my observations, the tablets come with their own
problems.
One afternoon in the home health care office, George, a nurse in his 50s, is
standing over the desks of Leslie and Johnny, two of the managers whose desks are
separated by a partial partition. He is wearing a large black backpack and scrubs with a
black jacket over it. He is holding his tablet as he talks with Johnny and Leslie. Johnny is
standing next to George, and Leslie is seated at her desk partially participating in the
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conversation, and partially looking at her computer screen. George is explaining to
Johnny and Leslie that he completes his documentation in the client’s home, during his
visits. “I’ve been doing this for 18 years and this is how we’ve always done it,” George
says, his voice rising. “You have the documentation and you write it out.” Johnny says,
“You have to let that go, George, you have to let that go.” Johnny and Leslie are
explaining that work on the tablet should be done outside the client’s home. “Yeah, but
that’s the way you do it,” George insists. Leslie says, “I’m telling you now you have to
let that go, George.” Johnny says, “It’s 2017. You update your car, you update your
phone, your device. This is the way we do it now. When you meet with a client, say the
visit is an hour and 20 minutes. You meet with the client say 45 minutes, an hour, and
then you leave, you go in your car, you go to Starbucks – you do not do your
documentation there. You do not do it in front of the client. We know how much time
you’re spending. The rest of the time is for you to do your documentation and to travel to
the next client.” George continues to insist that this is the way he has always done things.
He says with frustration, “Well, I’m telling you that that’s the way I’m going to do it and
I’d rather quit than do something else. I do the visit and then I document with the client. I
ask them for their prescriptions and I go through it.” He waves his hands, miming picking
up a row of prescription bottles one by one. “When I go, at the end, I line up all the meds
like this and this is what I do. I line up all the meds and I take down what they have.” He
shows Leslie and Johnny a little green spiral notepad, in which he keeps notes on each of
his clients. Leslie says, “Yes, we know you’re always very thorough and we really
appreciate that.” She says this with a smile and chuckle, and continues, “But you are
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spending too much time… You have to get your time down.” Later she says to George,
“Well, we’ll work with you to get the [visit] time down. Thank you for being so thorough
and we don’t want to lose you.”
After this interaction with Johnny and Leslie, George walks wordlessly to another
room of the office to pick up some additional supplies for his bag, and walks out of the
office’s front door. When the glass door closes behind him, one of the other managers
who quietly witnessed this interaction in the open plan office turns to Johnny and says,
“So… That was… Yeah…” She raises an eyebrow. Johnny has by now returned to his
desk, and Leslie remains seated at her desk. They both look exasperated; they let their
guards down. Leslie shakes her head and sighs, “I’m telling you now he’s a creature of
habit.”
This tense interaction between a nurse and two managers highlights some of the
issues that arise in using tablets to do documentation. Documenting visits using the
tablets takes time. Clinicians select from options on screen after screen, and dozens of
pull down menus, to record clients’ conditions and health statuses. Instead of writing
notes with pen and paper, clinicians are asked to type this information into the tablet. On
many occasions, I saw clinicians hunt-and-peck the letters on their tablet’s screen,
generating typos and frustrating autocorrect suggestions. Sometimes, it is unclear where
to put information under which heading or section of the application. The managers,
Johnny and Leslie, are asking clinicians not to do all this in the client’s home, but rather
once they leave the client’s home after each visit. Clinicians are expected to complete this
information once they return to their cars, before their next client visit. In interviews with
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clinicians, some said they did this work at home, at night or early in the morning before
they start their days. Managers confirm that having clinicians document thoroughly and
promptly is a challenge. Managers, and the office in general, have an interest in keeping
visit time – time spent in the client’s home – efficient, so that clinicians can see more
clients and make more visits in a day. Leslie even says to George that he is not paid for
how much time he spends with clients, but rather for how many visits he makes. For
clinicians who may visit eight or nine clients a day, doing documentation on their tablets
can feel tedious and time consuming. This is especially true if, like George, they are used
to taking notes on pen and paper, during their time in the client’s homes. In my
fieldwork, I marveled at how often clinicians took down pen and paper notes in spiral
notebooks or notepads, when the tablets they are supplied with, in theory, reduce
paperwork. For “creatures of habit” like George, who is used to taking notes on his
notepad during his visits with clients, being asked to, instead, document on a tablet in his
car or at a coffee shop after each visit, seems frustrating. It generates conflict with his
managers, who must manage their own frustrations and responses in interactions with the
field staff.
Issues with documentation on the tablets also generate positive interactions; they
also inadvertently contribute to levity and teamwork when clinicians and managers
struggle with technical difficulties. During one small group meeting, four nurses are
seated around a conference table with Leslie, Johnny, and Liz, a white woman in her 30s
who is a manager and also a nurse by training. They are discussing how to assess
depression among clients who have dementia. The topic of tablets and documentation
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arises. The nurses discuss situations when the tablet indicates that the client has some
condition, but in fact, when the clinician goes to do the home visit, they notice that the
client does not have that condition. The nurses attribute this to an error in coding in the
tablet’s software system. “I don’t know if you can delete it in the tablet,” Leslie says.
“You can change it,” several of the nurses respond. Liz explains that in some cases, “You
want something [an option] that’s not there [in the tablet] or something’s there that is not
accurate.” In those cases, “Just call us. Let us do the heavy lifting for you. I don’t want
you figuring out the device for half an hour.” Liz advises the nurses to let the managers
know if there is something inaccurate in the tablet.
One nurse amusedly recounts common errors. She says, “A patient might be like,
‘I’m not a diabetic! Where did that come from?’” with a laugh. The other nurses and
managers at the table laugh and nod. On the other hand, Liz says, “I’ve had patients say
they’re not heart failure clients, but that’s exactly why they were in the hospital! So check
with the doctor.” Others around the table also laugh knowingly at situations where
clients may not understand (or own up to) their medical conditions. Around the table, the
nurses discuss other situations when the tablet impedes work. One of the nurses says, “It
forces you to put edema down even if it’s not heart failure” Other nurses nod in
agreement. Liz understands this situation and responds, “When a tablet yells at you, it’s
not yelling at you. It’s just saying, ‘It doesn’t make sense to me, I’m a computer.’” She
says this in a cute, robotic voice pretending to be the machine. Another nurse provides
another example in which the tablet does not understand a real life situation. When the
clinician enters the patient’s state and ability to perform tasks independently, the tablet
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will sometimes report that this information is inconsistent. “But it’s easier to put a fork to
the mouth than it is to put pants on,” she laughs. Others around the room laugh also.
When clinicians experience problems with their tablets, they turn to their
managers to do the “heavy lifting” of explaining or investigating the technical issue.
These conversations about the limitations of documenting on the tablet and technical
issues are routine around the office. They often lead to jokes and laughs. One manager
laughed that one tablet she worked on kept autocorrecting typos with the name of the
city’s famed baseball team. These discussions about typos, errors, and technical issues
with the tablets are evidence of two patterns. First, tablets and technical devices have
their own inefficiencies compared to pen and paper documentation. Meetings and
conversations spent on figuring out technical issues take time away from clinical
trainings and client visits. However, second, tablets and their technical issues also create
opportunities for clinicians and managers to bond and build their relationships. Managers
support clinicians, they exchange jokes, and they have another opportunity to regularly
spend time face-to-face in the office. After all, it is difficult to solve a technical issue on
the tablet by phone, and in the home health care office, clinicians routinely ask managers
questions about their tablets when they stop into the office.
The use of tablets to document and record clinical visits creates many regular
opportunities, both positive and negative, for manager-clinician interaction. These
interactions cement manager-clinician relationships, even in a job where workers are
dispersed across a large city in clients’ private homes. Opportunity for interaction serve
as potential sites for managers’ emotional labor. When I ask directors, clinicians, and
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aides about the tablets, they discuss how it is used and how it may reduce errors or
improve efficiency. Some mention generational differences and older clients who do not
like to see their caregiver on a screen; they discuss how technology affects the caregiverclient relationship. No one I spoke with mentioned how tablets affect the relationship
between managers and direct caregivers. Given the importance of this relationship and
these interactions, the ways that technology affects this relationship is also important.

Discussion and Conclusion
Experts agree that an aging US population, rising healthcare costs, and patients’
preferences to remain in their homes make home-based care a growing component of
healthcare in the country, and an attractive option to patients, families, and policy
makers. Eyeing demographic trends, many for-profit companies have entered this market
since the 1980s. Today, the majority of home health care companies operate as forprofits, the largest of which are multi-state, multi-service corporations (see Chapter 2).
Based on the entry of for-profit companies into the industry and the growth of the largest
for-profit home health care providers, it is evident that home health care is profitable.
According to financial data provided by the largest public for-profit home health care
companies in the industry, stock performance trends over the last five years have largely
kept pace with common stock composites (see Figure 3).
However, home-based care presents a number of institutional and organizational
challenges. Funded primarily by rates set by Medicare and Medicaid programs, home
health care providers face fixed payment rates that are subject to policy change.
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Caregiving is also labor-intensive, intimate, and difficult to make more efficient with
principles of scientific management that have been used in other work settings, including
retail customer service. Across the country, many home health care providers face a
shortage of both skilled clinicians, and aides. Among aides, turnover is high and retention
is a major challenge. Finally, home health care, by nature, occurs in private homes, where
workers are out of contact with their colleagues and supervisors, and between which
workers must travel, navigating distance, traffic, and public transportation if available.
Given all of these challenges, how do home health care companies make caregiving
profitable?
While the previous chapter focuses on business strategies of the largest for-profit
companies, this paper examines practices within one large, for-profit home health care
provider, Horizons. Based on a year-long organizational ethnography and supplemental
interviews with directors, managers, and field staff, this study argues that given the
constraints of the business, emotional labor on the part of managers is central to staff
productivity and the company’s profitability. Studies on emotional labor and emotion
management have largely focused on the worker-customer relationship, or else on
emotional labor’s consequences for workers. These studies have focused on the relational
or interactional aspects of emotional labor and of service work or care work. By showing
how emotional labor functions in the managerial structure of an organization, I argue that
emotional labor can be leveraged to produce economies of scale in care work; emotional
labor is not simply relational, it has a structural role in organizations. This analysis
emphasizes Hochschild’s original definition of emotional labor as having exchange
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value. It also adds to studies in the sociology of work by showing how today, care work
can be and is industrialized profitably. Finally, it makes the case that home health care
has been an overlooked site of research for medical sociologists long interested in
hospitals and traditional organizations in medicine.
Using a comparison of home health care, which is funded largely by Medicare
and employs many skilled clinicians, and personal care, which is funded largely by
Medicaid and private individuals paying out of pocket, and provided by less trained and
less credentialed home health aides and personal caregivers, I show how clinicians have
more opportunities to develop the managerial relationships that are the site of emotional
labor. Even though aides are employed in greater numbers than clinicians and are the
front-lines of care, because Medicare is the greatest revenue source for home health care
companies, clinicians receive more attention than aides. These patterns correspond with
gender and racial and ethnic inequalities between clinicians and aides, as aides are
overwhelmingly women of color supervised by white managers. I also call attention to
how the adoption of technology such as tablets to manage staff may impact manager-staff
relationships. I argue that efforts to introduce technology to increase staff productivity
must also take the relational impact of technology into account. After all, managerial
relationships and managers’ ability to perform emotional labor on staff may be critical to
profitability in industrialized care services.
Studying one company in a highly diverse and fragmented industry that is marked
by local challenges and geographic differences has its limitations. For example, it is
possible that Horizons is unique in the industry. I have attempted to contextualize the
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ethnography by showing how the challenges Horizons faces is present across industry
leaders and similarly positioned companies. Another limitation of my research method is
the inability to make causal claims. I cannot claim that effective managerial emotional
labor causes staff to be more productive, or that the lack of managerial emotional labor
negatively impacts companies’ profitability. These are challenges faced by qualitative
methods. My claim is that managers’ emotional labor plays a structural role in the
organization, and is therefore of theoretical interest in the study of organizations. Finally,
some have suggested that home health care agencies face diseconomies of scale, with
marginal costs increasing as scale increases (Mukamel et al., 2014). Across
manufacturing industries and production contexts, economies of scale often have limits,
an optimum point past which costs begin to increase. This may be true in home health
care, too. In Horizons, and in other large companies, service offices are split across local
geography or zip codes. I contend that emotional economies of scale occur locally within
this formulation, and add to the sum of revenues across regions and divisions within the
company. These and other issues are topics for further research.
Scholars have noted that care cannot be easily outsourced like industrial factory
work, and it cannot be easily reduced or replaced by machinery. As a result, care work
comprises some of the remaining low wage jobs in the country. Given an aging
population, this work is also among the fastest growing. Since care work represents the
future of work, especially low-wage work, performed disproportionately by women,
immigrants, and racial and ethnic minorities, it should be of great interest to sociologists
concerned with labor, gender, migration, and racial and ethnic inequalities. While care
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work scholars have almost exclusively been attentive to workers’ experiences, I argue
that studying the operations of the largest employers of workers in industrialized care
settings provides valuable insight into the organization of care work and of healthcare
services in today and tomorrow’s economy.
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Table 1. Descriptive Statistics of Study Variables
For-Profit Only (N=780)
Mean
(SD)

Min

Max

2.41
(0.67)

1

3

%

Not-For-Profit Only (N=2153)

Combined (N=2933)

Mean
(SD)

Min

Max

Mean
(SD)

Min

Max

2.57
(0.59)

1

3

2.53
(0.61)

1

3

%

%

Dependent Variable
Job satisfaction
Dissatisfied and extremely dissatisfied

14.8

9.1

12.5

Satisfied

42.8

35.7

39.9

Extremely satisfied

42.4

55.2

47.5

100

0

59.7

Independent Variables
Agency is for-profit
How much do you think the organization values or
appreciates the work you do as a home health aide?

2.63
(0.55)

1

3

2.71
(0.48)

1

3

2.69
(0.50)

1

3

Not at all

5

2

3.8

Somewhat

30

29.7

29.9

Very much

65

68.3

66.4

To what degree do you feel your supervisor respects you,
as part of the health care team?

2.74
(0.50)

1

3

2.79
(0.45)

1

3

2.77
(0.46)

1

3

Not at all

4.3

3.4

3.9

Somewhat

19.6

20

19.7

A great deal

76.1

76.6

76.3

Work hours at agency are enough

64.8

79.4

70.7

Prefers to work fewer hours

4.1

2.9

3.6

Prefers to work more hours

31.1

17.7

25.7
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Table 1. Descriptive Statistics of Study Variables (continued)
For-Profit Only (N=780)

Hourly pay rate

Mean
(SD)

Min

Max

10.67
(2.82)

5.75

25

%

Not-For-Profit Only (N=2153)

Combined (N=2933)

Mean
(SD)

Min

Max

Mean
(SD)

Min

Max

11.61
(2.38)

5.95

23.5

11.36
(2.55)

5.75

25

%

%

Experienced at least one injury at work since starting
job/during past 12 months

8.4

16.7

11.7

Percent White

49.8

63.4

55.3

Percent Black

36.6

28.9

33.5

Percent Other

13.6

7.7

11.3

Age

43.71
(11.97)

20

65

46.41
(11.48)

20

65

45.69
(11.67)

20

65

Percent Female

94.7

95.8

95.2

Agency is in metropolitan area

84.7

80.1

82.8

Agency is in micropolitan area

11.6

11.5

11.5

Agency is in neither metro or micropolitan area

3.8

8.4

5.6

Agency is chain-affiliated

40.7

8.5

27.7

116

Table 2. Correlation Table of Study Variables
1

2

3

4

5

6

7

8

9

10

1. Job satisfaction

1

2. Agency ownership status

0.1127***

1

3. Feels valued by organization

0.4394***

0.0736***

1

4. Feels respected by supervisor

0.3980***

0.0457**

0.4073***

1

5. Hours are enough

-0.1735***

-0.0956***

-0.0929***

-0.1010***

1

6. Hourly pay rate

0.044**

0.1669***

0.0219

0.0351*

-0.0327*

1

7. Experienced injury on the job

-0.0821***

0.0573***

-0.0960***

-0.1107***

0.0003

0.0442**

1

8. Race

-0.0709***

-0.1568***

-0.0179

0.003

0.0799***

0.0003

-0.0208

1

9. Age

0.0765***

0.1025***

0.0464**

0.0906***

-0.0520***

0.2081***

-0.0231

-0.0567***

1

10. Metropolitan statistical area

0.0787***

0.1157***

0.0534***

0.0744***

-0.0201

-0.3113***

-0.0088

-0.1972***

0.0328*

1

11. Agency chain status

0.0478***

0.4660***

0.0901***

0.0214

-0.0518***

0.0991***

0.0567***

-0.1058***

0.0447**

0.0650***

*** p<0.01, ** p<0.05, * p<0.1
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11

1

Table 3. T Tests -- Effects of Profit-status on Study Variables

Mean

For-Profit
Standard Deviation

N

Mean

Not-For-Profit
Standard Deviation

N

Job satisfaction

2.41

0.67

780

2.57

0.59

Feels valued by organization

2.63

0.55

780

2.71

Feels respected by supervisor

2.74

0.50

780

Hours are enough

1.55

0.88

780

10.66

2.82

0.15

Hourly pay rate
Experienced injury on the job

t-value

p

2153

-6.14

<0.001

0.48

2153

-4.00

<0.001

2.79

0.45

2153

-2.48

0.01

1.38

0.77

2153

5.20

<0.001

780

11.61

2.38

2153

-9.16

<0.001

0.36

780

0.20

0.40

2153

-3.11

0.01

Race

1.51

0.67

780

1.29

0.59

2153

8.60

<0.001

Age

43.71

11.97

780

46.41

11.48

2153

-5.58

<0.001

Metropolitan statistical area

1.73

0.78

780

1.94

0.78

2153

-6.31

<0.001

Agency chain status

1.48

0.50

780

1.91

0.29

2153

-28.51

<0.001
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Table 4. Ordinary Least Squares Regression Models -- Effects of Study Variables on Job Satisfaction (N=2933)

Predictors
Agency is for-profit
Feels valued by
organization
Feels respected by
supervisor

Model

Model

Model

Model

Model

Model

Model

Model

Model

Model

Model

Model

1

2

3

4

5

6

7

8

9

10

11

12

0.185***

0.150**

0.185***

0.150**

0.155**

0.134**

0.123**

0.133**

0.116*

0.108*

0.101*

0.122

(0.0681)

(0.0629)

(0.0681)

(0.0629)

(0.0621)

(0.0673)

(0.0628)

(0.0629)

(0.0591)

(0.0599)

(0.0589)

(0.0744)

0.558***

0.558***

0.397***

0.410***

0.408***

0.402***

0.399***

0.400***

0.403***

0.407***

(0.0593)

(0.0593)

(0.0791)

(0.0739)

(0.0729)

(0.0745)

(0.0721)

(0.0714)

(0.0710)

(0.0723)

0.345***

0.321***

0.313***

0.313***

0.332***

0.328***

0.327***

0.328***

(0.0832)

(0.0810)

(0.0837)

(0.0837)

(0.0798)

(0.0794)

(0.0803)

(0.0797)

-0.633**

-0.636**

-0.601**

-0.606**

-0.588*

-0.589*

-0.582*

(0.308)

(0.321)

(0.296)

(0.303)

(0.303)

(0.303)

(0.299)

-0.0959

-0.0912

-0.0947

-0.0789

-0.0718

-0.0735

-0.0706

(0.0910)

(0.0926)

(0.0931)

(0.0918)

(0.0891)

(0.0895)

(0.0913)

0.0124

0.0132

0.0142

0.0131

0.0143

0.0144

(0.00967)

(0.00970)

(0.00935)

(0.00944)

(0.0104)

(0.0105)

-0.121

-0.142*

-0.134

-0.137

-0.135

(0.0844)

(0.0843)

(0.0840)

(0.0843)

(0.0838)

-0.155**

-0.153**

-0.152**

-0.152**

(0.0659)

(0.0644)

(0.0620)

(0.0629)

-0.140

-0.134

-0.128

-0.132

(0.100)

(0.102)

(0.100)

(0.103)

0.00340**

0.00327*

0.00344**

(0.00172)

(0.00172)

(0.00172)

Prefers fewer hours
Prefers more hours
Hourly pay rate
Experienced injury on
job
Race is Black
Race is Other
Age
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Table 4. Ordinary Least Squares Regression Models -- Effects of Study Variables on Job Satisfaction (N=2933) cont.

Predictors

Model

Model

Model

Model

Model

Model

Model

Model

Model

Model

Model

Model

1

2

3

4

5

6

7

8

9

10

11

12

-0.0152

-0.0203

(0.0680)

(0.0650)

0.138**

0.129**

(0.0648)

(0.0580)

Micro-politan area
Neither metro nor
micro-politan

-0.0656

Agency is chainaffiliated

(0.0855)
2.091***

0.675***

2.091***

0.675***

0.149

0.261

0.155

0.164

0.197

0.0681

0.0599

0.122

(0.118)

(0.174)

(0.118)

(0.174)

(0.124)

(0.163)

(0.202)

(0.201)

(0.185)

(0.186)

(0.197)

(0.170)

Observations

2,933

2,933

2,933

2,933

2,933

2,933

2,933

2,933

2,933

2,933

2,933

2,933

R-squared

0.017

0.218

0.017

0.218

0.271

0.301

0.305

0.308

0.319

0.322

0.325

0.326

Constant

Standard errors in parentheses
*** p<0.01, ** p<0.05, * p<0.1
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Table 5. Ordinary Least Squares Regression Models -- Effects of Study Variables on Job Satisfaction, For-Profit Only (N=780)
Model

Model

Model

Model

Model

Model

Model

Model

Model

Model

Predictors

1

2

3

4

5

6

7

8

9

10

Agency is for-profit

-

-

-

-

-

-

-

-

-

-

0.506***

0.333***

0.368***

0.371***

0.356***

0.349***

0.355***

0.359***

0.367***

(0.0782)

(0.111)

(0.100)

(0.0994)

(0.104)

(0.0958)

(0.0944)

(0.0934)

(0.0965)

0.355***

0.303**

0.280**

0.293**

0.339***

0.331***

0.334***

0.335***

(0.125)

(0.120)

(0.129)

(0.132)

(0.123)

(0.123)

(0.123)

(0.123)

-0.991***

-1.013***

-0.919***

-0.969***

-0.937***

-0.934***

-0.922***

(0.314)

(0.335)

(0.303)

(0.299)

(0.306)

(0.306)

(0.298)

-0.0789

-0.0747

-0.0802

-0.0594

-0.0517

-0.0537

-0.0491

(0.129)

(0.130)

(0.131)

(0.126)

(0.121)

(0.123)

(0.125)

0.0163

0.0170

0.0190

0.0186

0.0191

0.0192

(0.0128)

(0.0129)

(0.0120)

(0.0121)

(0.0132)

(0.0135)

-0.217

-0.245

-0.246

-0.254

-0.255*

(0.154)

(0.154)

(0.157)

(0.157)

(0.152)

-0.242**

-0.242***

-0.246***

-0.247***

(0.0952)

(0.0928)

(0.0884)

(0.0908)

-0.274**

-0.262**

-0.259**

-0.265**

(0.126)

(0.129)

(0.127)

(0.132)

0.00363

0.00349

0.00391

(0.00240)

(0.00240)

(0.00249)

-0.0301

-0.0389

(0.108)

(0.102)

Feels valued by organization
Feels respected by supervisor
Prefers fewer hours
Prefers more hours
Hourly pay rate
Experienced injury on job
Race is Black
Race is Other
Age
Micro-politan area
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Table 5. Ordinary Least Squares Regression Models -- Effects of Study Variables on Job Satisfaction, For-Profit Only (N=780) cont.

Predictors

Model

Model

Model

Model

Model

Model

Model

Model

Model

Model

1

2

3

4

5

6

7

8

9

10

0.144

0.141

(0.0950)

(0.0868)

Neither metro nor micro-politan
Agency is chain-affiliated

-0.0807
(0.102)

Constant

2.276***

0.960***

0.445***

0.561***

0.433**

0.445**

0.439**

0.282

0.266

0.350*

(0.0559)

(0.201)

(0.149)

(0.169)

(0.200)

(0.198)

(0.188)

(0.201)

(0.213)

(0.185)

Observations

780

780

780

780

780

780

780

780

780

780

R-squared

0.000

0.175

0.228

0.303

0.312

0.318

0.348

0.352

0.354

0.357

Standard errors in parentheses
*** p<0.01, ** p<0.05, * p<0.1
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Table 6. Ordinary Least Squares Regression Models -- Effects of Study Variables on Job Satisfaction, Not-For-Profit Only (N=2153)

Predictors
Agency is for-profit
Feels valued by organization
Feels respected by supervisor
Prefers fewer hours
Prefers more hours

Model

Model

Model

Model

Model

Model

Model

Model

Model

Model

1

2

3

4

5

6

7

8

9

10

-

-

-

-

-

-

-

-

-

-

0.658***

0.513***

0.504***

0.500***

0.501***

0.492***

0.490***

0.490***

0.490***

(0.0777)

(0.0982)

(0.101)

(0.102)

(0.102)

(0.101)

(0.103)

(0.103)

(0.103)

0.341***

0.330***

0.334***

0.336***

0.343***

0.343***

0.338***

0.338***

(0.0915)

(0.0907)

(0.0930)

(0.0933)

(0.0926)

(0.0934)

(0.0929)

(0.0928)

0.122

0.142

0.142

0.153

0.150

0.148

0.150

(0.0820)

(0.0948)

(0.0953)

(0.103)

(0.101)

(0.110)

(0.110)

-0.144*

-0.139*

-0.138*

-0.147*

-0.145*

-0.147*

-0.147*

(0.0798)

(0.0795)

(0.0799)

(0.0782)

(0.0776)

(0.0776)

(0.0779)

0.0117

0.0114

0.00928

0.00757

0.0124

0.0125

(0.0116)

(0.0116)

(0.0118)

(0.0119)

(0.0131)

(0.0130)

0.0269

0.00789

0.0136

0.0132

0.0141

(0.0582)

(0.0591)

(0.0599)

(0.0600)

(0.0595)

-0.0708

-0.0699

-0.0580

-0.0581

(0.0576)

(0.0567)

(0.0595)

(0.0599)

0.0948

0.0949

0.103

0.103

(0.0863)

(0.0866)

(0.0905)

(0.0906)

0.00137

0.00105

0.000985

(0.00274)

(0.00278)

(0.00282)

Hourly pay rate
Experienced injury on job
Race is Black
Race is Other
Age
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Table 6. Ordinary Least Squares Regression Models -- Effects of Study Variables on Job Satisfaction, Not-For-Profit Only (N=2153) cont.

Predictors

Model

Model

Model

Model

Model

Model

Model

Model

Model

Model

1

2

3

4

5

6

7

8

9

10

0.0108

0.0104

(0.0593)

(0.0597)

0.136*

0.131*

(0.0772)

(0.0773)

Micro-politan area
Neither metro nor micro-politan
Agency is chain-affiliated

-0.0256
(0.116)

Constant

2.461***

0.708***

0.162

0.240

0.0962

0.0859

0.133

0.0935

0.0466

0.0969

(0.0392)

(0.208)

(0.202)

(0.230)

(0.302)

(0.306)

(0.315)

(0.323)

(0.345)

(0.495)

Observations

2,153

2,153

2,153

2,153

2,153

2,153

2,153

2,153

2,153

2,153

R-squared

0.000

0.264

0.322

0.331

0.332

0.333

0.337

0.337

0.340

0.340

Standard errors in parentheses
*** p<0.01, ** p<0.05, * p<0.1
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FIGURES

Figure 1. Emotional Economies of Scale Gears
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Figure 2. Organizational Chart

Division Directors
|
Regional Directors
|
Office Directors
|
Managers
|
Field Staff:
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occupational therapists)

Home health aides

|
Clients
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Figure 3. Stock Performance of Select Home Health Care Companies (Five-Year Total
Cumulative Returns)

Source: Kindred Healthcare, Inc. 2015 Form 10-K

Source: Almost Family, Inc. 2015 Form 10-K
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Source: Amedisys, Inc. 2015 Form 10-K
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